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'ABSTRACT * ^ 

Reported is a survey of state institutions for the 
mentally handicapped in which information about hearing imparled 
mentally handicapped HI/MH persons Was solicited. Existing data on 
hearing impairment a^d mental; retardation, its diagnosis and related . 
programing are reviewed briefly. It is explained that 158 of 212 
surveyed institutions (75 percent) provided complete or nearly 
complete responses. Survey results in the following areas are 
analyzed: prevalence of HI/MH persons in institutions for the 
retarded, procedure^ for diagnosing and evaluating HI/MH residents^ 
characteristics ^of HI/MH residerits, services available to HI/MH 
residents, ^ and the operation of selected programs for the HI/MH. 
Conclusions such as the following are drawn: approximately 9 percent 
of the institutionalized MH population, was HI;^ only 4 8 percent qf the 
facilities had a distinct program for the HI/MH population; in 
classifying residents" as HI, 32 percent of institutions relied 
primarily on puretane results, 22 percent relied primarily on 
functional need, and. 26 percent considered both puretone results and 
functional need, while the remaining institutions used various 
\multiple criteria. Recommendations are made to facilitate programing 
for HI/MH populations. (GH) 



S 



ERLC 



The Hearing Impaired 
Mentally/Retarded: A Survey of 
I State Institutions for the Retarded 



. A. Qa^k Brannan 
. Carol K* Sigelman 
Gerard. J* Bensberg. 



US-DEPARTMENTOFHEALTH. 
. EDUCATION a WELFARE 
NATIONAL INSTITUTE OF 
EDUCATION 
THIS OOCUWENT MAi BCEN REPPO 

?Hrl°po^c^^*'''^^ ^EcifvED f rSm 
Inlr^.?^?^^'' ORGANIZATION OR.CIN 
<t1^^«V^^'''" V'^W OR OPINIONS 
lltrVl ^ NCCESSARILY REPRE 

EDUCATION POSITION OR POLICY 



RESEARCH & 



TRAINING CENTER 

IN i 
MENTAL RETARDATION 



TEXAS TECH UNIVERSITY 
REGION VI . 



JOINTLY SPONSORED 
BY 

tfiiMbilitation Services Administration, Department of Health, Education, and Welfare 

Washington, D.C. ^ 
Texas Tech University ^ Lubbock, Texas 

.;- . . .. 'w • . 



TABIE OF OCNTEmS 

LIST OF TABLES. v 

LIST OF FIGURES... i v 

KKIEWC«D ; ■. vt 

raO ARE 1HE HEARING/ IMPAIFM) MENTALLY RBrARCSD? • . 1 

WHAT. DO WE- ALREADY KNDW ABOUT THE HEARING IMPAIRED/ 

MENTALLY RETARIM)? 3 

" * - 

Hie Prevalence of Hearing Irapaiiment and 

Mental Retardation I.'. 3 . 

Diagnosis , 4 

Progranming .■ ' 5 • 

WHAT WAS THE PURPOSE OF IHE HI/MR SURVEY? 7 

HCW WAS THE HI/MR SURVEY OCNDUCIED? , 8 

HOW PREVALEOT ARE HI /MR PERSCNS IN INSTITUTICNS 

Km THE RETARDED?. 10 

WHAT ARE THE CHARACTERISTICS OF HI/MR RESIDENTS? 17 

WHAT PROCEDURES ARE USED IN DIAGNOSING AND EVAUJATING * 

TOE HI/MR RESIDENT? ' , 23 . 

WHAT SERVICES ARE AVAILABLE TO THE Ul/m RESIDENT? ^^7 

Do InstituticHis Have Distinct Programs for the 
Hearing Inipaired?- . . ^27 

What Educational' Pipgrams and Services Are 

Available? , • - ^8 

What Additiaial Services Are Available? 33 

Are Vocaticxial Rehabilitation Services Offered? 33 

What Equipment Is Available to the HI/MR 

Resident? ^ ^ 

Who Works with the Hearing Inpaired? ^'^ 

How Dp Respondents Perceive Their Program Needs?. . . 



111 



HCW DO SELECIED PROQIAMS KR THE HEARING IMPAIRED 
OPERATE? -. 40 



Prc^rara A 40 

Program B ♦ 43 

.Program C ^ 44 

WHAT ARE THE OONCLUSICNS AND IMPLICATICNS OF THE 
STUDY?*.. 47 

Review of Significant Findings I 47 

JRecamiendations. , 50 

REFERENCES 61 

APPENDIXES. i S5 



IV 



•LIST CP TABIES 
TABIE v> PACE 

1. What Types cf Audiological Evaluations are Given?.. 24' 

2. , Priinary Methods of Commiinication Used With tlie 

h6h/MR Resident and the DEAF./MR Resident 30 

3. Specialized Hearing- Therapy for HOH/MR and 

DEAF/MR Residents * 32 

4» Additional Services Available* to HOH/MR and 

DEAF/MR Residents ' 34 

5. Vocational Rehabilitation Services Available to 

' HOH/MR and DEAF/MR Residents 35 

t, 

LIST OF FIGURES 
FIGURE cPACS 

1. Variability 'in Estimates of the Percent of 

HOH/MR Residents 12 

2. Variability in Estimates of the Percent of^ 

DEAF/MR Residents.... .- 13 

3. Age Distributions of Resident Groups^ in State 
Institutions for the Retarded ' 1 18 

4. Intelligence Distributions of Resid^tnt Groups 

^in State Institutions for the Retarded..... 21 • 



The Research and Training Center in Mental Retardation 
at Texas' Tech University , is one of several facilities sup^ 
ported^ in part by grants from the Research and Training Cen*. 
ters Division of the Social and Rehabilitation Service in 
HEW. . The Center's major, purpose is to initiate applied re- 
search aimed toward alleviating disability, reducing depen-- 
dency, and formulating more effective rehabilitation service 
delivery systems. The Center also, seeks ways to share its 
research findings with and participate in the training of 
mental. retardation and vocatidnal rehabilitation personnel 
in thei states of Arkansas, Louisiana,^ New Mexico, Oklahoma, 
and [Texas. 

One project completed in 1974 has special significance 
for rehabilitators, especially in view of the increased con- 
cern with extending rehabilitation services to tlie severely 
and jnultiply handicapped. The Research and Training Center 
conducted a mail survey of state institutions for the men- 
tally retarded in order to gain much-needed information about 
the extent of hearing impaiirment among the mentally retarded 
and the current status of programs geared toward the special 
needs of the Hearing Impaired/Mentally Retarded child and 
\dault. 

N Major responsibility for conducting the survey rested 
with A. Clark Brannon, as part of his work toward a doctorate 
in education with an emphasis on deafness. The project was 
largely funded through Research and Training Center moniea 
and guided by R & T Center staff.. The present report, while 
drawing on Dr. Brannon 's dissertation,, omits pcirts of his 
analysis and offers new analyses in attempt to highlight 
l:he findings of the survey most relevant to practitioners 
and most suggestive of current strengths and weaknesses in 
services for the Hearing Impaired/Mentally Retarded. Thel 
reader who desires *a quick overview of the study, its find- 
ings, and its implications is referred to the concluding 

'section of the. monograph. 

" Special thanks go to Cathy Lorenzen for her careful 
preparation of the typed manuscript; Phillip Davis for his 
contributions to the data analysis; Patrice Costello Fleming 
for her contribution to the recommendations section; and 

. last but not l^ast, to the respondents who devoted time 

, and care to completing the survey. * - 




ABE m HEARING' IMPAIEED/MEOTAU^^ ' 

• " • * . 

One of man]^ severe multiple' disabilities which has 
received long overdue attention recently, is^the combina- 
tion of hearing impairment and mental retardation ♦ ' The 
Heeoring Inpaired/Mentally Retarded (HI/MR) person has two 
dis.abilities which may produce inore severe problems than 
would be e^qpected If we simply added the effects of hear- 
ing icpairment and m^^^ntal retardation* to other words'/ 
the whole may be greater than the sum ot its parts ♦ The 
HT/MR person may not benefit from ^prqgr,ams_f or .either the 
•hearing in^aired of the mentally retarded. Due to the 
confound effect of multiple disability , HI/MR children 
and adults pose special management problems for the facil- 
ities which serve them. They may require special atten- 
tion and distinct programs glared to their mique needs. 
^ Perhaps the most serious problem for the HI/MR person is 
a deficiency in communication skills. 

It is iii5)ortant to^' recognize that 'there is. much Vciri- 
atjuon ampng HI/MR individuals. First , their intellectual 
functioning varies from the profovmd to the mild levels 
of retardation. Secondly, they may have the ability to 
hear oral speech , or they may be totally deaf. In this 
project r a distinction was made bet?veen the Hard of Hear- 
ing/Mentally Retarded and the Deaf/Mentally Retarded. A 
H^rd of Hearing/Mentally Retarded (HOH/MR) person was de- 
fined functionally as a mentally retarded person who has 
a hearing loss but can use r:esidual hearing to understand 
speech (with a hearing aid if necessary) - The HOH/MR per- 
66h may use oral receptive and expressive language as the 
primary means of communication. The Deaf /Mentally Retcird- 
ed (DEAF/MR) person was defined functionally as a mentally 
retarded person with a severe hearing loss who^ cannot hear 
or understand speedi even with a hearing aid. The DEAF/MR 
person may use some form of manual receptive and expres- 
sive language as the primary means, of conEnur.1 cation. Aljr 
though the DEAF/MR person clearly has the greater disabi]> 
ityr both the HOH/MR and the DEAF/MR fall .in the broader 
'category of the Hearing Impaired/Mentally Retarded* 

There are two general types of special educational 
services for the HI/MR individual. First/ he or she may 
be placed in special classes within residential schools 
for the doaf. However / schools for the d|af have tradi- 
tionally rejected or neglected the seyere^^^entally re- 
tarded person (Hall s Talkington, 1972). This has happen- 
ed .largely because residential schools for the deaf have 
aimed their programs at the hearing in5)aired student with 
normal intiilligence. As a study of mentally retarded stu- 



dents in schools fbjr the deaf indicated, such schools have 
"stresSi^d academic excellence and have maintained a formal, 
traditional educational programj^hich^J^^Jf^ot alvmys appro- 
priate for HI/MR students (Anderson «&..Stevensi^r9JQj! . In 
fact, tii^^istory of deaf education has been, in part 
struggle to dispell the myth that deaf people are mentally 
deficient (MacPherson, 1952) . " " 

The second option for the HI/MR person is specialized 
educational programs established within residential facil- 
ities for the mentally retarded. However, such special pro- 
gramsCare few in number and have developed only recently. 
Most state schools for the retarded are not well-prepared^ 
to meet the heeds of the hearing impaired because they 3o 
not have staff members trained in hearing impairment. 

As a result, many HI/MR people with severe disabili- 
ties core living in residential facilities— either for the 
deaf or for the mentally retarded--but are not receiving 
special services* For instance, Darnell (1971) noted that 
within the fifteen state schools for the ret£irded in New 
.York, there were no special programs for the deaf retard- 
ed. «'Healey and Sonies (1973), in an American Speech and 
Heciring' Association pamphlet publicizing a Rehabilitation 
Services Administration grant to study the-HI/MR, stated 
that some deaf mentally ^retarded students are not placed 
in any type of educational program. The^ need for services 
for the HI/MR population is clear, but, in order to design* 
those services, we need a great deal more information a- 
bout the characteristics pf the population and the types 
of programs which they need and fail to receive. 



WHAT DO m 'ALREADY KNOW ABOUT TOE 
HEARING IMPAIRED/MENTALLY RETARDED? 




The American, Association 'on Wental Defi^i^iicy (1973) 
timated that the preval'fence of mental retSfdation. among 
the school age population in the United States is 2-3% • 
The percentage of thege children who are^hearing impairecT 
has-, to date, not been accurately determined (Rittmani^ , 
1972) ♦ In fact, the Bibliography of World Literature on 
Mental Retardation (Heber et^ al. , 1963) which contains 
over 16/000 citations of research and scholarly writing on 
mental retardation published between 1940 and 1963-, con- 
tains a scant sixty references concerned with audio logy, 
hewing, and^r hearing impairment*. A great'deal of mater- 
ial^has been published in the last decade, most of which 
has been compiled in bibliography by Hirshoren and Lloyd 
(1972). However, many of the articles on the Heciring Im- 
paired/Mentally Retarded focus on audiology — an important 
topic/ but not one which fully answers our questions about 
planning for the needs of HI/MR individuals* We will very 
briefly review the current state of knowledge in the cireas 
of prevalence, diagnosis, and programming* 



Ihe Prevalence of Hearing Tmpaiirnent and Mental Retardation 

Perhaps the necessary starting point in planning for 
the needs of the HI/MR population is a description of the 
size and diaracteristics of the population* Rittmanic (1972) , 
in a report to 'the first national conference on issues in 
the education of the HI/MR person detailed this need: 

^ *. 

Presently, there is no st\idy of incidence and pre- 
valence of children with multiple handicaps that has 
^ been conducted on a national basis using carefully^ , 
standardized criteria* Therefore, it seems that^one 
of the most critical^ needs is to pjLan a -nationally' 
coordinated survey swhich would be executed in such 
a mariner as to provide a reliable and valid assess- 
ment of the, incidence of deafness among the mentally 
retarded (i*e*, in institutions for the mentally re- 
tarded) . . . ' " 

The ii^formation available to date suggests the. scope • 
of the. problem but is not comprehensive* For example, Craig 
and Craig (1973) reported that 17% of the children in schools 
for the deaf were mentally retarded* Lloyd and Moore (1972) 
found that 15% of the children in facilities for the mentally 
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retarded had a ^ignificamt hearing loss. Schlaiiger (1961) 
reported on the ba^i? of a mail survey that the . prevalence 

"^f hearing loss among -the institutionalized retarded ranged 
from 0% to over 5(ii/ Rittmanic {1971-) reviewed the ^epprts 
of 27 surveys of hearing loss which ^.ndic^ted a v^iance of^ 
8%* to 56% in the 'incipentie of -hearing impairment. aSwing ^the- 
mentally retarded. Part of the^ reason for such* dramatic 

'^variation among studies is the. lack of standard nomenclature 
and procedures for identifying 'hearing impairment and men- 
tal retardation Cstewart,- 1972).* '< Whi^e we .can conclude that 
the inpidence of hoaxing impairment is probably higher ainpng 
the mentally retarded than it is among public school child- 
ren (Johnston & Farrell, 1954),> che HI/MR population remains 
looseiy defined. Moreover, few studies to data have attempt- 

. ,ed more than a simple head count; we know very little about 

f the charcicteristics of people who fall in the HI/MR disabil- 
ity category. • . ^ . 

We do, how^yet/ have every reason to believe th^t the 
incidence of multiple disabilities has increased in recent 
, years, the effects of the 1964-1965 rubella epidemic are 
acutely visible to professionals- ,inMJie fields of health, 
education, and. social' welfare. There are few special schools 
for the' deaf, blind^ and retardedywhicfi have not felt a 
"rubella bulge." Vernon (1969) reported that post-rubella 
> children number 20,000 to 30,000. In addition to causing 
hearing impairment, rubella often results in brain damage 
which underlies mental retardation. Children whb are hear- 
ing iitpaired and mentally retarded due to rubella often have 
additional disabilities ;vhich ^make tljeir needs especially 
acute. 

' Diagnosis . , . * ' t 

A large part of the problem^ in determinilig the pxeva- 
. lence of hearing impairment combined with mental retarda- 
tion can be traced to difficulties in diagnosis" For one 
/thing, many deaf children have been incorrectly diagn9sed 
as. mentally retarded. • Darnell (1971) observed that due to, 
the enormous language disability posed .by deafness , many 
deaf persons have been diagnosed as severely or profoundly 
retarded when their^ actual potential was^ near or even above 
normal. It is not difficult to find cases of hearing im- • 
paired individuals incorrectly placed in institutions for 
the mentally retarded who were subsequently discharged when , 
it was discovered that they had normal intellectxxal ability. 
Vernon and Kilcullen (1972) idehtifi.ed three major cause.s 
of misdiagnosis. First, the tests used to measure intel- 
ligence-may have been inappropriate. Verbal intelligence 



^stsvare ple^ly inappropriate with deaf subjects — namely « 
because the^ actually measure -language disability due to 
severe hearing loss rather 'than inteliige*nce. Second, re-- 
tardation ainong'the hearing impaired 'may be confuted with 
other difficulties such as brain damage, autismv and aphasia, 
which are known to be common in deaf populations (Vernon, 
1969).' Finally, because deaf persons often retain enough 
sound perception t9 respond to certai-n noises, they may be 
assumed not to be deaf. Their failure in educational set- 
tings is then sometimes interpreted as dvfe to l^ck of ihtel- 
ligence ra^tiher than due to severe hearing loss. All of these 
problems help- to account for the variability in the number 
of people classified as HI/MR% ^ ' . 

^ The ^HJ//MR, person may require special diagnostics.. Es- 
pecially *'Wi»^:>n ar individual is profoundly or severely retardr 
ed, it is extremely difficult, to J:est for the separate ef- 
fects of hearing impairment and retardation. Lloyd, and Cox * 
(1972) argued that individuals referred for an audiologi-cal 
assessment after scre.ening should receive, at minimum, pure- 
tone air and bone conduction audiometry, acoiiStic iii$)edance 
measurements, and speech* audiometry* They ^suggested that 
the severely and profoundly retarded may have to be evalu- 
ated for a longer test period .cand may '•require special, audio- 
logical ^techniques. A step^toward improved diagnosis, was 
taken by -Bricker, Bricker,' and' Lars^ (1968) with the in- - 
troduction of operant audidlogy. This technique, Using re- 
inforcement aiid shaping , procedures, £>ermits the audiologis^t * 
to explore more full^y the abilities of the difficult-to-test 
child. Although such innovations will certainly help in gain* 
ing- accurate assessments of both hearing impairment and men- 
tal retardation', the fact remains that diagnostic procedures 
are not all they should be at present The more tlie diag- 
nosticiari knows about hearing impairment' and mental retar- 
dation, a^d^the more he 'or she relies on sophisticated as- 
sessment tools, „ the more accurate will be our knowledge of 
the Hearing Iittpaired/Mep tally Retarded 'population. , * 

Programning ' ' * 

^ .Asstutdng. that an individual is correctly diagnosed as 
mentally retarded and hearing impaired, there, is still the 
problem of deciding on an appropriate placement. Should he 
or she be considered primarily a mentally retarded child 
"and educated as such, or should hearing in5>airnient be given 
priority? Anderson and Stevens (19^9) argued that it becomes 
•virtually impossible to know yiiere the effects of hearing 
in^airnjsnt end cmd tl>e effects of mental retardation begin* 
Educators of. the mentally retarded may not be able to cope 



with the communication barrier of deafness, while educators _ ^ 
of the deaf may throw xjp their hands if pupils do not pro- ( ^' 
gress as quickly as. expected. In response to these problems, 
Costello (1966) called for: *' , . 

Programs to educate academic teachers of the deaf 
retarded. "* "\ 

, .2. Programs^ to educate vocational teachers of fhe dea^ . 
retarded; V" ^ 

— 3. Counselors^ trained' in both areas. ^ . 

4. A national' center .to provide for the needs of the. 
deaf retarded. * 

Apparerrtly very few curricula* and liiethods^have been * 
developed specifically for the HI/MR student. Some (e.g., 
Monagliah, 1964) have argued that a truly individualized ap- 
proach is essential if the HI/MR student isXto progress; 
others> (e.g.^ jjairston, 1972) have advocated\a heavy re- 
liance on instructional media. The shortage of appropriate 
programs and materials *is easy to explain: few pr9fessional 
or paraprofessional^workers have had tlie benefit, of train- 
Zing- in both hearing iiT^)airment and mental retardaUon jStewart, 
1972). ■ ^ ^ ' ' 

, Sellin (1964) argued that dual traiYiing was not neces- 
sary, if experienced teachers of the mentally retarded are, 
hired to vork with slow, learners in schools for the deaf 
"^and trained teachers of the deaf are employed in special 
programs in facilities for the mentally retarded, ilowever, ' 
if^derson and Stevens (1969) indicated that teachers tend to 
look at the HI/MR resident through their own particular pro- 
fessional frame of reference rather' than rrefeponding to a 
whole person who is miiltiply disabled. Vernon and Kilcul- 
len (1972) suggested that many cases of misdiagnosis could 
be avoided if professionals/we^re'^more thoroughly , trained in 
multiple- disabilities. Pr^umabiy, educational programs 
would 'also inprove'if they were engineered by professiorials 
well-grounded irY both education of the hearing impaired and 
education of the retarded. Perhaps* we do not yet know pre- 
cisely what content should be included in such training, bU^ 
most observers, have argued that we cannot serve the Hearing 
I^^>aired/^5entaliy^R4tarded successfully until teachers are 
well-grounded in.mentfal retardation, hearing impairment, and 
the unique" difficulties of the person with both disabilities.;. 
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WAS IHE^PURPOSE OF THE . HI/MR SURVEY? 
\ " ' . - • 

. -'^J^Jn view of the current state qf knowledge about HI/MR 
children "and:-adultS/ it was decided that a major survey of 
state ins^titutions for the mentally retax'ded would provide 
pcirt'of the base of information which is necessary for pro- 
gram -planning . T/ie y^HJ^t pu/ip06z OjJ thz 6tady io de- 
Wiminz. tka nmboJi ol Hl/UR ke^ldzrvts in 6tcutz ZhStUuJUom 
^OK Xhz ^ztouido^d^^ Since the time when many of the preva- 
lence studies /previously discussed were conducted/ insti- 
tutional repof-ting prpcedures have improved greatly. Thus* 
it wa^ felt thelt a new "head •count" would be valuable. \ 

Mbre importantly/ most, previous studies/ other, than 
studiesy in specific institutions/ have-not attenpted to' 
gather data on such characteristics, of the HI/MR popula- 
tion "as age and degree of retardation. ThuS/ tht 4econd 
puApo6i aiJ thz 6tudy u)a6 to pnovidz pKoXJuniYiohij duc/Up- 
ttvz in^gWfjiation about tiiz chcutacX^n^tic^ o^ tht Hza/iLng 
JmpoAAzd/MzntaZZy R^XoAdzd. Although it was not possible 
tp overcome j±e difficulties created by varying definitions 
arid, diagnostic procedures/ the HI /MR .Survey requested in- 
formation about levels of retardation and of fered function - 
al definitions of the deaf and hard~of -hearing in. order to 
'differentiate between these .two major types of heariM 
pairTnenti . It also sought information aBout the types of 
screening ^d , diagnostic procedures used in institutions 
for the .iqentaily rejtarded. ThuS/ SlZ ikiAd puApo6Z 0(J sBiZ 
£tudy my^to dttzmbiz hoi^ tht HI /MR AOJiidavvi IdtYitiiiad 
and zvatuatzd. " v - " 

The, review of availab.ie literature indicated *that know- 
ledge of training programs for the. HI /MR resident is.jsorely 
lacking. Tfie ^ouJUk ptvvpoiz 0({ thi.6tady wa& to dztin.- 
rtiLnz what 6pzclaJL exnjU.pmtnt, ^pAognajming, and 6tci^ OAZ 
cuAAzntiy avcuJtaStt to thz HI/MR ^z^idtnt. with tliis know- 
ledge in hand/ professionals and administrators will be in 
a better position to meet program and manpower needs for 
the institutionalized^ hearing in5)aired retarded.; 



H3W WAS IHE HI/MR. SURVEY OOIDOCIED? 



. Information about the prevalence of hearing in^^air- 
ment and mental retardation, characteristics of the HI/MR 
population, procedures for dtlagnosing and evaluating the 
HI/MR resident, and thrusts in training and education was 
sought through a mail questionnaire. The .origiiial goal*^ 
was to obtain information from all residential institutions ^ 
for the mentally^. retarded in the United* States. . Two sources 
provided the- basis for a complete mailing list: The Direc- 
tory of the, National Association of Si^erintendents of 
Public^. Residential "Facilities for the Mentally Retardad 
-and membership listings for the -National Association of 
Private Residential Facilities for the Mentally Retarded. 

Copies of -an experimental version, "of the 'Sxirvey were 
given to representatives of major, brganizations concerned 
with hearing impairnBnt and/or ^mental retardation so that 
they could suggest improvements in the survey and eventu- 
ally endorse the project: (1) the American Speech and Hear- 
ing Association; (2) the Deafness Research and Training . 
Centec. at New York University; (3) the National Association 
ojf^CQor dina tors of State, Programs for the Mentally Retard- 
ed; (4)' The National Associ'ation of .Private ^Residential 
•Facilities for the Mentally Retarded; (5) the National As- 
sociation of Superintendents of Public Residential Facili- 
ties for the Mentally Retarded,. 

;Vfter the advice of these groups was incorporated in- 
to a revised questionnaire, the research staff had further ^ 
consultation with the staffs of the American Speech and 
Hearing Association and the Deafness Research and Train- 
ing Center at New York University. The final result was 
/the HI/MR Survey reproduced in Appendix A. It is a rath- 
er con?)rehenj5ive (indeed, lengthy) questionnaire which re- 
f^Bcts the concerns of key professionals in the fields of 

hearing in^>^irment and mental retardation. 

jrhe-survey^Gonsi-sts-of-ten^e^tiionrig^^^ call for 

descriptions of: (1) the facility and the respondent; (2) 
the institution population; (3) procedures used in diagno- 
sis and evaluation; (4) the hard-of-hearing' population; 
(5) services for -the^hardjof-hearing; (6) the deaf retar- 
ded population; (7). services for the deaf retarded; (8) 

staff training and qualifications; (9) speci^l^eguipme^^^ 

fp.r_.the^HI/MR;--and_(10) perceived'-strengths and weaknesses 
of progfamsTor the HI /MR resident. 

' Originally, information concerning HI/MR populations 
was to be solicited from both state and private facilities. 
Hbwever, few of the private facilities for tKe retarded 
which received a poreliminary questionnaire' responded — in 
-part, because many of them were probably small foster homes 
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and group homes without HI/MR residents. - As a result, the 
siirvey focused exclusivejly on public facilities for the 
mentally retarded. 

Two copies, of the HI/MR Survey were sent to each of . 
the. 212 state facilities for the mentally retarded listed 
in the yearly directory of the National Association of Sup- 
erintendents of Public Residential Facilities for the Men- 
tally Retarded. Approximately two months after the initial 
mailing, a foilow-up letter accoiTi)anied by the' survey was 
sent to facilities which had , not y^t responded. The fol- 
low-x:^) procedure was repeated once again. Responses were 
accepted for a period of nine months beginning in July, 1973, 
and ending in April', 1974. * . ' 

Of -the 212 state facilities which received the HI/f4R'" 
survey, 181 pr .85% -responded in some fashion or another. 
However, some facilities siirply provided letters of expla- 
nation indicating either that they did not serve HI/MR res- 
idents or that for one reason or another they could not 
complete the survey. A few of these, letters did provide 
popul'ation figures. In all, 158 facilities returned the 
HI/MR. sUrvey more or les s complete — represen ting a useable 
return rate'^of 75%. Not all of these f a ci lilies" roWle ted 
every^ siection of the survey fully, but in view of the length 
9f the survey, the response rate was encouraging. It, along 
with several consents offered spontaneously by respondents,^ 
indicated a concern with the multiple disability of hearing 
in^airment and mental 'retardation and .an interest in the 
findings of €he study. ,A higher response rate is difficult 
tp achieve in mail survey research. 

For our present purposes, we must bear in mind that 
the findings of the study are not reflective of all public 
facilities for the mentally retarded. The safest assumption 
"is probably that non-respondiftg .facil ities had fewer H LZlfiL^ 
__resideaits-_and^ewer— programs^dSveioped for them. The pre- 
sent study may yield slightly higher estimates of the inci- 
dence" of' hearing impairment in the institutionalized retard- 
ed and. may present a somewhat optimistic picture of current 
services. In reporting findings, we will concentrate on 
the facilities which provided corplete information. ^ We 
will also attempt to indicate when response rates -to speci- 
-^c questions ^fell significantiy below 158 and treat such 
results with caution, especially when it appears that res- 
pondents had difficulty providing accurate information. 



Km PREVALENT ARE HEARING IMPAIRED/JJENTAIiY IffilARDED 

PERSONS IN iNsrriTuriCNS im the retarded? 



One of the -major purposes of the KL/m Survey was to 
provide an, estimate of , the incidence of hearing impaixinan't 
in the institutionalized retarded population. The task of 
arriving at such an estimate, however, is fraught with prob- 
lems. Three such problems' stand out: *' " " 

1. VoAij^ng dz^hiitiO}U> oj hcoAing impalmt^v t. Although 
responding institutions were offered functional definitions ^ 
of HOH/MR and the DEAF/MR persons, institutions undoubtedly 
relied on their own criteria of hearing impairment in arriv- 
ing at incidence figures. It is clear that a variety of 
more and less spphisticated' diagnostic procedures are iri use. 

2. AppXOXAJnatZ CZMiU> {jlgu/iO^ . institutional reporting 
procedures also vary widely. The figures provided to the 
research team were often explicitly labelled apprpximat.e 
census figures. We haye no way of estimating theii? validity 
or determining the extent to which reporting practices dif- 
.fer from facility to facility. 

-3. Incompl^t 6iXAviy dcuta . Many facilities did not. 
provide estimates of all three, -populations^ in- question — 
total institutional population, HOH/MR populatipn, and DEAF/MR 
population. Some provided figures for the hearing impaired 
as a -combineiS gnoup; some provided figures on the number ^ 
of HOH/MR and DEAF/MR residents but did not provide . tptal 
population, figures; and still others were unable to provide 
any figiires at all. 

In order to combat . thes e problems—to the ext_€Ji jL-that — ^ 
they-ean-be-^ombatred — we macie two decisions* First, we 
focused pur attention on the facilities which provided all 
three relevant figures. Of the 212 institutions originally 
surveyed. 111 (52%) provided estimates of total, HOH/MR, 
and DEAF/MR populations. Althou^ it is impossible to de- 
termine the extent to which these institutions might;^ differ 
from institutions which did not respond or which responded 
incompletely, the 111 facilities offered the best data for 
estimating prevalence. Secondly, in order to gauge the 
variability of estimates from facility tp facility— whether 
it is attributable to varying definitions of hearing impair- 
ment or the approximate nature of the f igiires provided — we 
•decided to report not only overall figures but variations in 
incidence across facilities. 

How prevalent is/ hearing impairment among the institu- 
tionalized retarded? The -lil facilities which provided com- 
plete data accounted for a combined resident population of 
98,034.. For this resident population,' the following inci- ^ 
dence figures wpre calculated: 
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1. 934 3. pr 9 ♦53% were' classified as Hearing Impaired 
(Hard. of Hearing or Deaf) 

2. 7100 or 7 ♦24 % were classified as Hard of Hearing 

3. 2243 or 2^29% were classified as .Deaf 

Percents are sometimes misleading/ however. It is very 
important to determine the extent to which estimates varied' 
from institution to institution. In order to accomplish , 
,thiS/ percentages of HOH/MR and DEAF/MR residents were cal- 
culated for^ each institution. Then the percentages were 
rounded to the nearest whole p.ercent. 

Figure 1 presents the distribxition of estimates of the 
percentage of the institution population which is Hard of * 
Hearing; Figure 2 is a parallel portrayal of estimates of 
the percentage of Deaf residents. These figures allav us 
to determine at a glance how many institutions reported 
each percentage 'figure. 

/ What do these figures reveal? First, it is apparent 
that estimates varied. For ex^unple, estimates of the per- 
cent of HOH/ftR residents ^ in an institution varied from 0.21% 
to 35.40%. The range of estimates* Of the. percent of resi- 
dents who were DEAF/MR was more constricted/ varying from 
0.00%* to 12.17%. " ^ . ~ 

When population figures were combined/ and percentages 
were calcul^ated/ we deteritiined that 7.24% of the institu- 
tional populatibn for which we had figures was classified ^ 
as HOH/MR/ while 2.29% was classified as DEAF/MR. Of course 
Figures 1 and 2 ignore the size of an instituti^on^r^j;^^ 
the ove rall:^percent'aqe--f^iqures give" tnofe "weight to reports 
from larger institutions. Still it is useful to determine 
the. probability of our overall population figures holding 
true in any given institution. Considering first the HOH/MR 
we find that only four institutions actually reported that 
HOH/MR residents .represented appr9ximately 7% of their resi- 
dent population. By contrast/ 22% of the institutions re- 
ported percentages of DEAF/MR residents which approximated 
the overall figure of 2.29%^ - 

It is clear that estimates of the percent of DEAF/MR 
residents clustered around 2.29 percent. For example/ 
the modal or most frequent response was 1%/ with 2% and 3% 
the next most common estimates. In effect/ 73% of the insti 
tutions reported an incidence of DBAF/MR residents ranging 
f rom -1 to 3^%. This suggests that we would be fairly safe 
in guessing/ should we visit a new institution/ that apprpxi 
mately'2%- of its population is deaf. 

This surely is not: so .easily achieved with respect to 
the HOH/MR population/ however. First/ the modal or most 
frequent incidence figuxe was roughly 1%/ a far cry from the 
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overall figure of 7.24%. Only 15% of the institutions* reported' 
figures indicating that 6, 7, or 8% of the institutionalized ^ 
population was Hard of Hearing.^ Quite simply, it would be ^ 
risky, at best,, to predict that approximately 7% of an unfamil- 
iar institutionalized Retarded population is hard of hearing. 

While some of this variability may, of course, r.eflect 
true, differences in the extent of hearing inpairment 'among , 
institutions, we must suspect that much of it can be attri- 
buted to two of the problems noted at the beginning of this 
section — varying definitions of hearing impairment, and the * 
approximate nature of population estimates. Unfortunately, 
we cannot separate the true differences from the differences 
wblch are" more a function of error and diagnosti^proce^t^eT 

We must now ask whether or not the present .incidence 
figures are consistent with those of previous studies. "The 
answer is yes and no. For example, our figures are only 
slightly higher than those of a. x;ecent survey of New York 
state schools for the mentally retarded (Darnell, 1971). . 
Using functional definitions, that survey reported that 7.1% 
^f the resident population was hearing iii^aired (5.5% HOH/MR; 
1..6%«^DEAF/MR) , A survey of IJichigan state scho9ls reyealed 
an 8% incidence of hearihg loss, again close to the figures 
in the present ' survey (Michigan Dept. of Mental Hygiene, 
1971). Our figures are also at the upp^er bounds of esti- 
mates of the extent pf hearing iii5)airTOent iri the general 
school population, which are generally placed between 3 and 
10% (Kirk/ 'i972) . Thus, ouV f;Lgxires ^si$por-t_1Ji 
that th6 prevalence of he^^ring impdirfhent among the insti^^ 
tutionaliz'ed retarded is generally higher than that in the'^^r^ 
normal population, as Lrdyd. (1970) and others have * concluded 
froni vtheir reviews of the. literature. ^ 

bn the other hand, ouf^igures are lower th^in those 
reported in some studies,, particularly those. in which groups 
of institutionalized residents were actuallj^ administered 
puretpne examinations. For exait^le, Schlanger and Gottsleben 
;(19'56) tested residents .at the Vineland. Training Schod^ 
using a criterion of a 30 dB loss or greater in either ear 
'or JDotli ears. They reported a 35% rate of hearing loss, 
with hearing loss more prevalent among older than younger 
.residents. 'Rittmanic (1959), in a study of testable resi- 
dents at the Dixon State School, used a puretone criterion 
6f 15 dB in one ear or both ears and reported, an overall 
rate of hearing loss of 40.5%. Among school aged children 
at the Walter fi. Fernald School, 24% of the residents had 
a- hearing" loss, as reflected by a loss of 20 dB or more 
in either ear (Johnston &"*Fafrell, 1954), Other such studies 
could be cited, adding to the confusion. (For an unraveling 
of much confusion and a more con5)lete review of studies, 
see Lloyd, 1970.). * - * 




15- 



We must first note the discreparicy between survey studies 
and studies iti which populations were actually tested with 
.puretone audiometry ♦ Although many of the facilities surveyed 
in .the present study relied heavily on puretone results in 
-classifying residents as hearing impaire'', the study was de-^ 
~&gned to eiicit reports in terms of the functional defiiji- 
. tions- of fered». It is very possible that'some respondents 
were not prone to include in their estimates residents who 
had a loss in one ear but functioned, normally through use 
of the other ear* This could partially account for the fact 
that pur survey, as well as those conducted in New York and. 
Michiganr reported" lower iaicideTTce' f^igufes thah several 
studies, in, which residents were actually tested and pure- 
tone criteria for^lossin either ear were applied ♦ it is 
also possible that our figures are lower "because many facili- 
ties have not tested their entire resident populations and 
know only of residents who have displayed functional dif fi^ 
culties attributable *to significant hearing impairment* 

We do not wish to ^obscure the -more important points > 
however. It is simply very difficult to assess the extent _ 
.o£ hearing impairment among tlie mentally retarded without 
running up against a number of methodological problems* . 
Lloyd and Reid (1967) pinpointed the most significant of 
these problems* ^en various studies are compared/ they 
inevitably differ in' at least three critical 'aspects — the 
audiometric techniques used,. , the criteria o3e hearing, loss, 
and ,the percentage of subjects excluded because they were 
deemed "dif f icult-to-tesJb* " Audiological assessments difr 
fer with. respect to instructions, testing .environment, compe- 
tency of-tthe atudiqlogigt, arid so on. Criteria of hearing 
lossy even wheri puretone testing is used. Vary from greater 
than a 15 dB loss in either ear or both ears to a more rig- 
orous criterion of failing to respond at 30 dBs or more In 
either ear or both ears. Moreovet, the frequency r^ges at 
which testing 'is done vary^ from^ studV t6 study. Final:ly, 
Lloyd and Reid (1967) noted marked discrepancies among 
studies in the nimiber of sijbjects labelled untestable or, 
difficultrtOTtest,_ concluding that most investigators report 
^ndings for readily testable and cooperative subjects who 
may^not represent the total population jinder scrutiny. 

W^ wish to emphasize tfte followlnig points. , First, 
although v^ur own survey reported a 9.53% rate of hearing 
impairment among the institutionalized retarded, that figure 
. is an estimat^based on 52% of the universe of state institu- 
. tions and must regarded' with caution. Secondly, as our 
analysis of the rahqe of estimates among institutions indi- 
cated, this figure is^y no meauis constant from institution 
to institution. Estimat^ of the percent of DEAF/MR resi- 
dents were not as varied 'as. estimates of the percent of HOH/MR 
residents, but in both casesVJ-t is more prudent to suggest 



a likely AXingi. of incidence than to settle upon a single per- 
centage figure-. We must also emphasize the fact tjiat if an 
institution' cortducts its own audiometric testing of residents 
it will very possibly arrive at diff.erent, and often somewhat 
higher, figures than the ones presented here. 

Finally, and most importantly, we cannot neglect to note 
the fact that the testing of .hearing impairment is plagued 
by lack of standardization in procedures and criteria of hear- 
ing loss . Both functional need and puretone audiometry re- 
sults are important, and residents should be assessed by a 
^:!/ariety^Qf^ie.thods--so that functional criteria cind pure^tlDne 
criteria may be compared and contrasted. However, there is 
a clear cuid iironediate need for standardized prpcedures and 
criteria which can be \ised to make informed decisions about 
the programs appropriate for individual resident^. 
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■ WHAT m Uffi CHARACIERISTICS OF HI/MR RESIDEms? ' ■ 

Survey respondents were asked to brelk' down estimates 
of total, HOH/MR, and DEAF/MR population sizes by age and ' 
^intel-ligence level, using the matrices in the survey form 
A) • There were six age categories-under 6, 
6-12, 13-18>19-39, 40-60, and over 60.; and there- wera five 
stanaard intelligence levels—borderline (70-Q4 iQ) , mil^ 

^^^.^L^JBderate^A0^4)-,_s6vere-(,20 : 

10-19) . The primary reason for requesting these breakdowns 
by age and IQ was to determine whether or not the heafihg- 
. impaired group in institutions for the mentally retarded" - 
differs from the general j^nstitutional population.- ^ 

_ mjll, only--9 4- facilities (or 44% of tlie 212- H^titu- 
tions which received survey forms) .provided usek>le 'age 
and IQ breakdowns for total population, HOH/MR population, 
and DEAF/MR population. An Additional number of facilities 
provided one or two of the requested 'population figures 
-and breakdowns-. For example, several facilities offered 
. breakdowns for their hearing impaired residents but pro- 
vided either- a global estimate of total population or no 
estimate at all'; The 'figures presented below are based 
on available information for each of the three relevant 
populations considered separately. The. breakdowns of total 
population are based on 93,32i residents in 108 facilities- 
breakdowns of the HOH/MR population on 7,573 residents in 
123. facilities; and breakdowns of the DEAF/MR population 
^ . on 2,487 residents in 126 facilities. As a result, the 

^pulatio.n figures on which percentages are based vary some- 
^Saptfr"!""^ population figures preserited in the preceding 

* * . * 

Figure 3 presents- parallel data regarding the percen- 
tage of residents in each, of the six age ranges -within the 
!h L^f/^f population, the HOH/MR population, and 

- - -J5.%f^^/"«.P°P^l^tion considered separately. For example, 
10 ..7% of the residents on which we have information, are in 
the 6-12 age-range. By comparison, 11.7% of the HOH/MR 
. residents andU5.6% of the DEAF/MR residents are'' in the ' 

Appendix B contains -three more complete tables which 
^hoy| age an^ IQ distributions for the' total population, the 
HOH/MR population, and the DEAF/MR population.. These tables 
include data from institutions which did not provide break- 

^'T^ n/f ' ^5'.°'' "^^^ portions of these tables 

marked Not Reported" do not figure in our present analysis, 
It IS the mam bodies of the tables which will be discussed 
Delow* - * , ' « . 
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6-12 rcinge* As the figure, clearly showS/ the two hfeexing 
. impaired populations -do not differ greatly from the general 
institutional population with respect to age\ As a result, 
no formal tests were conducted to corapcire age distributions* 
What is noteworthy ;is the fact that approxiToately two-thirds 
jof the total institutional population (67 ♦18%) is over the 
age- of 18; that is., the majority of residents are adults 
beyond the typical cut off for inclusiori in educational pro- ^ 
*grams» Similarly, hearing impaired residents are generally 
over the age of 18/ with^many of them falling in *the "younger 
adult" category* Within 't;he' HOH/MR population , 69.31% are' 
adults; within the DEAF/MR ^pop.ulation / somewhat fewer (60 •38%) 
are over IB* . Thus, our first conclusion, iq that programming 
for the hearing impaired, in state institutions for the re- 
tarded should generally concern itself with th^ needs of 
the HI/MR adult. ^ ' . . ^ ' • ^ 

'These age distributions were somewhat surprising. We 
had escpected to find higher incidences of hearing iropai'rr 
ment airfong the very young (under 6) and among the very old 
(over 60) • Yet the figiures indicate tliiit just as very few 
•persons in the total institutional resident population are 
under 6 or over 60, very few in tiie, JIQH/MR- or DEAF/MR popu- 
- iations ,are under 6 or over 60. This is understandably' if 
we consider aspects of institutional procedure. 

Considering first the very young,.»it is' generally the 
case that if a child is admitted to an institution under the 
age. of 6/ that^ child probably has very severe., multiple handi- 
caps, which require the intensive medical-nursing care which 
an institution can provide.* These children typically receive 
care, in an infirmary and do not receive the usual admission 
evaluations. ThuS/ while residents under the age of 6 ipay 
indeed have multiple disabilities, including hearing impair- 
ment, this fact is not represented in institutional reports 
based on evaluations of the general resident population. 

As for "senior citizens," we would also expect them to 
have a high .incidence of hearing lo^s, in large part because 
of hearing impairments attributable to the aging process- 
For example, an earlier study (Rittmanic/ 1959) found that 
fuli'y 84% of th'e residents over 60 tested at the, Dixon State 
School had a hearing loss. Howeve.r, as our figures suggest, 
very few people over 60 are left in state institutions for 
the retarded/ primarily because many have been' transferred 
to nursing homes in recent years. Moreover, the elderly 
most likely to be transferred to nursing homes are those 
who are more severely in-'olved; the mildly and 'moderately 
retarded, and those without multiple disabilities, are not 
prime candidates for intensive nursing home care. This would^ 
account for the fact that the percents of HOH/MR and DEAF/W 
residents over the age of 60 are no larger than the percent* 
of institutionalized residents over 60. ' ' 
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Figure 4 presents a breakdown of the tHree populations 
by intelligence levels* Again, it is apparent that the ' » 
heeuring inpaired groups do not.dif fer, Ttt2trkedly from .the 
general ins titutioneil' population ♦ In the total institu- 
tion population, approximately two-thirds (67.22%) of the 
residents are severely cind profoundly retarded. Siinilarlyr— 
65.00% of the HOH/MR population and 03.93% of the DEAF/HR 
population fall in thta severd and- pro'found ranges of retar- 
dation. In S'lm, then, the hearing iiipaired retarded, like 
their hearing, peeirs in institutions, are generally severely 
retarded, though it would be a mistake to ignore the fact 
that like itost institutionalized retarded, they are a varied 
lot. ' , . / ^ 

Severe retardation and other handicaps often s^em to 
go hand-ih-hand. As a result, we'ha^d expected to find a 
disproportionate nuniber of hearing iirpaired residents in 
the more severe ranges of retardation. Why, was this not 
the case? While our finding is consistent with those of 
at least two other, studies (Siegenthaler & Krzywicki, 1959;. 
•Schlanger & Gott^leben, 1956), the matter has by no means 
been resolvedr-in part .because of lack of standar:dization 
in reporting incidence figures. Hogan (19 7J)^ shed some * 
light* on the issue when he noted that some incidence studies 
calculate the percent ^of HI/MR residents by dividing the 
number of subjects failing the test by the number who pas5- 
ed plus the number who failed, while oth,ers use as the de- 
ncaninator nturl^er passing, rtuniber failing, and nuirber untest- 
able. When Hogan conducted audiometric screening of retard- 
ed residents *of the Plymouth State Homeland Training School, 
he found that the percentage^failijig ihe screening increased 

a function of degree of retardation — when the number 
of failures was divided by the number tested. When the 
total number of persons upon whom screening wag* attenpted 
(including the untestable^ was used j^n^alculatihg percents, 
it appeared that the more severely .retarded had no greater" 
incidence of hearing loss than the less severely retarded. 
This would suggest that we must interpret past findings in 
light of the size of the untestable group and the method by 
which incidence figures were calculated. , 

What Hogan neglected to emphasize was that the severely 
and profoundly retarded in his study were the residents most 
likely to fall in the '"untestable" category. The critical 
difficulty is that we x:annot draw conclusions about untest- 
able subjects. They may indeed be hearing impaired, or t^ey 
may have nonauditory. iro^irments — motor, speech, or mental 
disorders — which make tJ^em difficult-to-test (Hogan, 1973). 

' The net effect is'skepticism regarding our finding of 
no relationship between hearing impairment cind mental retarda- 
tion. We do not know precisely how respondents identified 
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hearing iit^aired residents. It is^ however , possible—perhaps 
even probable— that significant nuinbars of profoundly and 
severely retarded persons are indeed hearing in^aifed but 
are not identifi^ed as such because of testing difficulties- ' , , 
In interpreting Q\ir finding, one must also wonder about 

^the trend toward ^deinstitutionalizatidn and its impact on the 
changing coit^lexion of residenldal facilities. In the; last 
several years, many less severely retarded persons have left 

institutions — bound fo^ new community residential facilities, 
their own homes, and independent living- This, then, would 
mean that a greater number of the less severely retarded 
still in institutions today are multiply disabled, and it 
could account for the fact that multiply handicapped HI/MR 
residents were not, in our survey, found to be more severely 
retarded than the general institutional population- 

Clearly more intensive research is required if the rela- 
tionship between 'hiaring iit^airment and intelligence, as' well 
as that between hearing impairment and age, are to be under- 
stood. Whatever the true relationships are, it is still valid 
to state that substantial proportions of the institutional 
population, including hearing iii^)aired subpopulations , are 
severely and profoundly retarded (and relatively old) today.. 
Our best prediction fpr the future is that an increasing per- 

' centage of the institutionalized retarded will, be more severely 
retarded and will have disabilities in addition to retardation. 
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WAT PROCEDURES ARE USED IN DI^^'^OSING AND 
EVAEUATING 'IHE HI/MR RES/ NT? 

The development of appropriate* programs for the HOH/MR 
or the DEAF/MR >hinges on the cibility to identify them ac- 
curately. We suspected initially and became further con- 
vinced after reviewing the returned surveys that institu- 
tions differ greatly in diagnostic services offered and cri- 
teria used for labelling residents as deaf or hard of hear- 
ing. The variability in estimates of the size of the Hear- . 
ing impaired population bears this out. * 

One obvious way to identify an HI/MR. resident, and 
.possibly the best way, is through pa hiearing evaluation upon 
admission. The HI/MR Survey asked if a hearing examination 
was part of the facility's standard admission procedure. 
Such an examination was standard in 60% of the 156 facili- 
ties responding. A somewhat higher percentage of facilities 
(68%) reported that they gave speech and language evalua- 
tions as part of standard admission procedure. 

Very probably, many of the facilities which did not 
routinely giye such evaluations did so if l\earing impair- 
irient or language disability were suspected in an individual 
being admitted to the institution. Facilities were asked 
to indicate the types of audiological evaluations which 
were^given. Responses to this question are summarized in 
Table 1. 

Of the 158 facilities returning useable surveys, 147 
reportedly used at least one audiological^ procedure; 83.5% 
indicated that they used pure tone testing, and this was 
clearly the most widely used procedure. However, most -fa- 
cilities used several types of audiological evaluation, for 
the average facility checked between three and four of the 
^ive options listed. 

Quite interestingly/ operant or stimulus response au- 
diology — a rather recent innovation — appecired to have had 
a broad influence on audiological assessment. Facilities ^ 
were asked this question: If you do give hearing examina- 
tions at admission/ do you use operant and/or stimulus- 
response conditioning audiology? Many of the facilities 
which gave hearing examinations routinely at admission in- 
dicated that they used operant audiology. In addition, 
some facilities which did not give routine hearing exam- 
inations nevertheless used operant audiology when hearing 
impairmentr was suspected. In all, 60% of the facilities 
answered affirmatively to the question about the use^of 
operant audiology. 

Regardless of the specific evalua tion techniques used 
-IfT -aSTSe'^ihg^ hearing in^airmen^, there are a variety of ways 
to arrive at the decision that a student is hearing impaired 
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When asked to indicate their primary criterion for classi- 
fying a resident as HI/MR,' 145 facilities checked one or 
more option; ^ - 

1. "^32^ indicated tl}.at they relied primarily on pure- 

tone audiometry results 

2. 22% gave first priority to the functional need of 
the resident 

3. 26% considered both puretone results and function- 
al ne"ed 

Other scattered responses indicated that still other cri- 
teria or 'combinations of criteria were used in decision 
making. The few facilities which .did not answer the ques- 
tion may not have had the capability of making such diag- 
nostic decisions. For the most part, puretone audiometry 
performance was the primary criterion, although functional 
need was also in^>ortantr as evidenced by the fact that it 
was given consideration by approximately half of .the-fa- ' 
cilities. " , ^ ^ ^ — " " 

- -^-Another-aspect of institutional procedure with in?)li- 
cations for the hearing impaired is the reevaluation of 
residents. In most cases,, reevaluation of the hearing im- 
paired is probably conducted within a larger context of 
resident evaluation. Facilities were asked this questions 
Are HI/MR residents periodically reevaluated as standard 
procedure? Approximately 84% of the respondents said, "Yes. 
As was the case with procedures for evaluation at admission, 
however, we must recognize that some facilities, while, not 
conducting reevaluations routinely, do reevaluate residents- 
possibly on a looser or more variable schedule. A total 
of' 142 facilities provided information about the frequency 

"Of such evaluations. Of these, a bare majority (51%) in- 
dicated that residents were evaluated yearly; .17% of the 
facilities reevaluated residents at least twice a year; 
18% said 'that evaluati^ons were conducted on an "as needed" 
basis; 7% reevaluated every two years;, and 7% reported ar- 
rangements which fell in a miscellaneous "other" category. 
The most important finding is that approximately two-thirds 
of the 142 facilities reevaluated residents at least yearly. 

The nature of these reevaluations varied somewhat^ al- 
though most facilities conducted several types of evalua- 
tipns. The most common type of " evaluation of HI/MR resi- 
dents was audiological (reported by 89% of the facilities) . 
Speech, medical, language, and hearing aid reevaluation were 
also common. Approximately 75% of the institutions admin- 

Jt^Ltared^ach^-of^jthese^valuations, — Psychological— reeva-lua 
tions were somewhat less common; they were reported by 64% 
of the institutions. 
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In summary then, although a small number of institu- 
tions surveyed were apparently not equipped and staffed to 
diagnose hearing impairment among residents, the overwhelm- 
ing liiajority were. Almost two-thirds pf the facilities re- 
ported that they gave hearing examinations as part of stan- 
dard admission procedure. A very large number of institu- 
tions used puretone audiometry, and based their classifica- 
tion of students as hearing ii[«>aired largely on puretone 
audiometry results, although functional need was als6 re- 
ported as an inportant consideration by about half of the 
institutions. 'Operant audiology was used in some manner 
by 60% of the facilities. Finally, approximately tyo-thirds 
of the institutions- engaged in a rathe.r broad range of res- 
ident reevaluation on at least a yearly basis. 



37 




WHAT SERVIC3S ARE AVAILABLE' TO TKE HI/MR RESIDENT? 

As the review of the literature suggested^ very little 
is knovm about current prograrmiing for the Hearing, Impaired/ 
Mentally Retarded person* The development Of special, dis- 
tinct programs for the HI/MR resident in public institutions 
for the mentally^retarded'is a relatively recent phenomenon* 
According to most observers/ the HI/MR resident has tradi- 
.tionally received" no training to speak of, or has^ had access 
to general training and education programs within the insti- 
tution, but has not, often participated in a prograajn^ specif 
cally designed for ihe HI/MR-student» — ' ^ • 

^ TThe'HI/MR Survey provided useful information about cur- 
rent trends in programming for the Hearing Impaired/Mentally 
Retarded. In. this section, we will review seven major clus- 
ters of findings. First, we will ask how many facilities, 
report having distinct programs for HOH/MR and DEAF/MR resi- 
dents. Secondly, we will consider the types of therapy, 
instruction, and commmication techniques used with the hear- 
ios iWaired resident, whether or not a distinct program is 
in operation. Thirdly,, ye will examine briefly additional 
services such as workshops and. community living facilities 
which affect the hearing impaired, and fourthly, we will 
foous on vocational rehabilitation of the HI/MR resident. 
Finally, we will report on the types of special equipment, 
including hearing aids, used by institutions in working with 
the hearing impaired; refer briefly to staffing,, staff train- 
ing, "and involvement with colleges and universities; and 
finaAy, discuss respondents' self -evaluations of programs 
for the hearing impaired. 

Do Institutions Have DistLnct Programs for the Hearing Impaired? - 

When a disability is perceived as serious and wide- 
spread, we expect to witness the development of special 
programs, designed to meet special needs. Facilities'^ were 
asked this very important question: Does your facility have 
a distinct program for the (1) hard of hearing, (2) deaf, 
or (3) deaf and hard of hearing in a combined setting? Of 
the 158 institutions svirveyed, only 76 (48%) checked one 
or more options. In other words, slightly over half of 
the institutions did not have a distinct program for any 
hearing in?)aired group. Of the 76 which clearly felt that 
they had one or more distinct. programs, the majority (59%) 
had "a single program serving both the deaf and hard of hear- 
ing. Another 16% had a distinct program for the deaf and 

a^g.tinct prog ram for the hard of hearing, while 9% had a 

distinct program for the deaf only, A few facilities (12% 
of the 76) checked all three options, apparently indicating 
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that they had distinct programs for tha deaf, hard of Clear- 
ing, and deaf cind hard of hearing coinhined. A few facilities 
spontaneously mentioned that they operated specially^funded 
i>eaf.-^ind programs. .• 

-As later findings will suggest, it is ^omevdiat diffi-- 
cult to interpret these figures. While slightly over half 
of the facilities apparently had no distinct programs for 
the heciring iii^aired, the meaning of the word "distinct"' 
is open to varying interpreta tions . ^M?iny.jof--the- "nondistinct" ^ 

_prjDgram.settings-did"6f fer therapy programs which would be 
of special benefit to the hearing impaired. Still, we can 
conclude that most public institutions do not perceive them- 
selves as offering distinct programs for the hearing in^aired. 
Those which do provide distinct programs generally work with 
the deaf and hard of Ij^aring as a single , .hearing ii!:5>aired 
group. . ' . , 

It became obvious that the hearing in5)aired retcirded' 
were not placed together in special living q^uarters, even 
wheri^*4:hey were offered a distinct program during the day. 
Only 5 facilities reported that living arrangements for the 
HPP/>1R were separate from those for hearing residents, and 
only 7 separated the DEAF/MR from the hearing population. 
The primary advantage of grouping the HI/MR residents to- 
./gether is that cottage or ward staff can be specially trained 
in communication tediniques and can wo^rk as communication 
trainers. In support of this notipn, Vernon (1970) argued 
on the basis of research that academic lags of the deaf are 
partially attributable to an overemphasis on the "oral" approach 
cind that an earlier and stronger eirphasis on manual communi- 
cation would be very beneficial. A total communication approach 
encompassing both oral and manual communication might best 
be carried out in institutions by ccj>ttage personnel intensively 
trained to work with the hearing in^aired. If hearing im- 
paired residents are scattered throughout an institution, • 
this special staff training would not be as feasible and 
HI/MR residents might have contact with many staff members 
who are not equipped with appropriate communication skills. 
On the other hand, some would argue that HI/MR residents bene- 
fit from interacting with hearing residents and can obtain 
the special training they require through classes which adopt 
a total communication approach. Whatever the case, in the 
overwhelming majority of public institutions/ hearj^ng impaired 
residents are not presently grouped in separate living fa cili- 

♦ ties. 

What Educational Prograns and Services Are Available? 

The majority of institutions reported that they do not 
.have distinct programs for the HI/MR resident and do not 
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segregate tha HI/Mr in ' 

deluded in- a4n«>-.-, "^"^ residents 
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institutions for the retcirded have indicated that in several 
glaces around the country, staffs have developed siinplifled 

sign^ languages, 'especially-- suited for- the"Tnej:> tally retarded 7 

It clearly appears that facilities must have the potential 
for flexible iise of ajvariety of communication methods in 
order tor \tfork. with, the Hearing linpaired/Mentally Retarded 
resident* . * ' 

What specialized Iie^aring therapy is pf fered to the. HDH/MR 
and DEAF/MR residents? As Table 3 U^lustrates, several facili- 
ties did not respond j to the qiiestion or indicated "None." 
Of the* 135 facilities >^ich indicated that they provided at 
least one type of hearing tKerapy to the HOH/MR/ large major- , 

^ ities provided each 9f the following: " auditory training*, , - 
speech therapy, .hearing aid orientation, and language train- 
ing. ^ Speechreading was somewhat less available. Similarly 
.the DEAF/MR resident was offered a remge of therapies, al- 
. though only 115 facilities checked one or more option. We 

cannot conclude that certain types of therapy are miich. more 
.prevalent tiian others; rather it seems that many types of 
progrcuns are available. The average facility which responded 
chebked four of the 'five options*. 

How much time does the HI/MR resident spend in instruc- 
tional settings? Respondents Were asked this .question about 
instruction for the HOH/MR resident: For those residents 
capable of participating in a learning situation, what is ^ 
.the average nui±>sr of clock hours per day that the individual 
HOH/MR resident spends in a special (i.e., classroom, tutorial, 
therapy) instructional setting? In response to this- question 
80% of the fA^cilities indicated that capable HOH/MR residents 
were spending at least some time in an instructional setting. 
However, the estimates of daily time in such settings were " 
varied, remging from an hour or Ijsss to six or more hoturs. 
Theze was no clear pattern of consensus, although three to 
five hours of instruction daily was fairly common. Reports 
of ihe educational involvement of the DEAF/MR resident were 
almost ictentical: ^31% of the facilities provided an estimate 
of average time spent in instructional settings, but again 
there was no clear standard as to ayerag^ hours per resident. 

Pupil-teacher ratios also varied y^idely among facilities.^ 
Only 55% of the smrveyed institutio;is provided an estimate of 
the pupil- teacher ratio for HOH/MR residents. In general, the 
facilities vrti;^ch did not provide estimates found, it almost im- 
possible to do^so given the fact that they did not separate 
the HI/MR resident from other residents and had no basis for 
es.timating pupil-teacher ratios for the HOH/MR resident in 
particular. For the facilities which provided information, 
however, the results were encouraging. Although reported 
pupil-teacher ratios varied widely, the vast majority (73%) 
reported ratios of six pi5>ils 6r fewer per teacher. Reports 
on pi5)il-teacher ratios affecting the DEAF/MR were very similar. 
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Tutorial Jjiatructlon was availahla ixi slightly fewer 
than half' of the f aclcltties which provijded^^ 
For^tiie^ffiDH/MR resident, tutoring was apparently availa51e~~ 
in 47% of the facilities; for the DEAF/hm resident, it was 
available in 43% of the institutions, 

What- Additional Services Are Available? 

In addition to specialized Iiearing ther-apy programs/ 
other prograins are available to the HI/MR: resident — ^mo^t .of 
•which are ^probably, available to other institutionalized re- 
tarded groups, as -wfell. Resppndents were asked to cHeck. 
. additional services v^ich are^ available to the HOH/MR or 
DEAF/MR residenT* Of course^ tiieT figures^presented in 
Table 4 do not indicate how many HX/MR residehtsVai^ally 
receive each of these services. 

As' was tfie^ case with other program questions, a sizable 
nunt>er/of facilities either wrote in "None" or left the 
questions blank. Among the 134., facilities reporting that 
at least one of the additional services^ listed was available 
to the HOk/MR, sheltered workshops and volmteer services 
were most often mentioned. Aliftost half of the facilities 
survej/ed indicated the availability of each of the following 
additional services: fostjar hon]^s, group homes^ Smd^ community 
programs . 

* I Patterns of additional services available to ^e DEAF/MR 
resiflent were virtually identical. Sheltered workshgps and 
volditeer programs, were clearly the most common supplement 
to 3ie programs of /instittitionalized residents, but it is 
alsJ encouraging to note €hat foster homes afad. group homes 
are la significant option in many facilities;.. In both the 
HOH/MR and DEAF/MR sections of the survey, j^acilities which 
repi>rtedo at least one additional service checked, on tKe 
avejrAge/ between three and four pf the six options. 

Are ^Vocacicxial Rehabilita1y.on ^rvices Offered? 

The Research and Training Center in Mental Retardation 
at Texas Tech University has a special mission to conduct 
research w^ich will reduce dependency among mentally retard^ 
ed adults so that more of tifiem can work and live independently. 
Consefc[uently, the HI/MR Survey 'placed some en5)hasis -on voca- 
tional* rehabilitation of .the multiply disabled HI/MR person. 

Respondents were asked to describe any vocational rehabili 
tation services available to: U) !the HOH/MR resident; and 
(2) the DEAF/MR resident. The responses are summarized in 
Table 5. , 

A sizable number of facilities^i^cated by writing in 
"None" or by leaving the question bj^^ that they did not 
provide such services. This' was tlja case for 23% of the 
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. facilities in reference to the HDH/MR and 34% of the facili- 
ties in reference to the DEAF/MR. In effect, ,120 of 155 
f^LSiS indicated that at leaat one -^f-^^^'iyi^f^f 
^ogram was avaUahle to the HDH/MR reaa.d^t, and f .°f /^S 
reporSd'sucl. services for the DEAF/MR. As ^-le 5 xnd^ca^s, 
til laost prevalent type of program was t° ^'i^^^"! 

ti6h; oVer half of the facilities ^^P°^*^^\2^!^""trrv£on 
fion was available to hearing impaired resi-dents. Prov2^:.on 
of a SecS rehabilitation counselor was the next :most preva- 
lent cYPe of vocational rehabilitation servi.ce. Work-Study 
Ze P^^grams were available in less than a thi^d of the 
fSliSs. Many facilities checked "other" and mentxoned , 
special wik training, programs and off-can^^us placement pro- 
graL! On the whole, we must conclude .^^^^^^^^^f 
for the HI/MR are not well-developed, at least not as much 
r as theraS programs -Pecifically directed towara^e com-, 
muni-atibn problems of the hearing xiil>axred or addxtional 
IToal^ such as sheltered workshops and community volunteers. 
"^ ' Ss shortage of vocational services becomes even more^ 
apparSt wSen we'consider how nany HI/MR 2"2i5t;tron 
inq to the respondents, served by Vocational Rehabilitation. 
^^n^sSd to indicate the number- of HOH/MR 
!^;ved, only 71 of 155 (46%) facilities P-^^^^^^f^^f * 
For the 71 facilities which had one or more HOH/MR resident 
beinfselted by vocational Rehabilitation, the average number 
was elev^rper facility. Only 57 of 145 (39%) facilities 
I^icated one or more DEAF/MR resident wa, b-ng served 

by Vocational Rehabilitation, and among the "'^n average 
of five clients per facility was served. We 
?rom this that vocational services are more available to the 
HOH/Mrt^aTto the DEAF/MR. The" more significant conclusion, 

fowe^^r^fs 'that neither group °f ^-","^J2;Utaj:" S 
is receiving a great deal of vocational rehabilitation, une 
c^afd arSe'that vocational rehabilitation services are not 
!^propriate for this mulUply handicapped group, but as we 
SpSed earlier, the hearing impaired in institutions for 
S L^tally retarded are not -?nificantly lower - -tejlec 
tual functioning than their bearing peers and the ma:or|ty 
of them are over eighteen years of age. It appears, ^^n, 
■ ^af oheTlear need is the extension of vocational rehabili- 
SSon to the Hearing Impaired/Mentally Retarded. 

What Eauionen ^ Av:.ilable to the" HI /KCl -Resident? 

successful treatment of the HI/MR person often requires 
5ceci4 equipment. When facilities were asked to^^^^J^ 
Te nder of residents with individually prescribed hear- 
Sq aS, 139 of th.em indicated that one or more resident 
S a Spring aid. These.institutions reported a confined 
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total of 1, 536, reaidenta vLth. aids, an average of only 
eleven residents per institution. Recalling the figures 
. presented, earlier regarding tha size of the HDH/MR popula- 
tion known to reside in institutions for. the retarded, this 
suggests |that the. majority of HDH/MR residents vho could • 
possibly benefit from hearing aids aire not equipped with 
th^. I • ■ ' 

Furthermore, not all residents withi prescribed hear- 
ing aids actually wear them. According to the respondents 
who provided figures, 1,201 or. 78% of the 1,536 persons 
reported to have individual aids actually wear them. Quite 
understandably, 67% of 151 respondents claimed that HI/MR 
residents have difficulty in caring for' hearing aids. ■ As 
one respondent stated, there is a need, not only for more 
hearing aids, but for a program designed to. help residents 
wear and care for their hearing aids. 

Respondents Were also asked whether or not a soundproof 
audiological testing booth was available to their facility. , 
Such testing facilities were apparently fairly common, for* 
68% of the facilities reported that one was available. Rooms 
equipped with a group auditory traihing unit'were scarcerJ 
Only 56 facilities (35% of the responding sample) claimed 
to Have at least one room equipped with a group training 
unit. iT 3 

Who Works with the Hearing Inpaired? 

An attempt to. determine the number and character of ' 
personnel involved^ primarily with HI/MR residents was largely 
unsuccessful. It was evident that some institutions listed 
their total staff when asked to describe personnel involved 
exclusively with the HI/MR population. Others failed to 
correctly identify supportive staff.". In large part, the 
inadequacy of data regarding staffing patterns was due i-o 
the fact that the majority of institutions' did not have dis- 
tinct programs for the hearing impaired and almost none segre- 
gated them in special ii-ving facilities. Even when specific 
programs for the hearing inpaired were in operation, it appear- 
ed that many staff members had overlapping duties, serving 
hearing as well as hearing impaired residents. The 'only con- 
, elusion we would want to put forth on the basis of a prelimi- 
nary screening of the data is that staffing patterns vary 
iwidely. More intensive research would be necessary to deter- 
mine actual degrees of involvement of various staff members 
with the hearing impaired. 

The survey did offer some information about staff train- 
ing and the involvement of 'colleges and universities in pro- 
gramming for tlie HI/MR resident. When facilities were asked 
v*iether or not they provided specialized in-service orienta- 
tion and/or trairiinq for staff members working with HI/MR 
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residents, 59% responded "Yes" and 41% responded "No." Wie^j 

TsKed wS;her ahy colleges or -^-^-^f f •T°i:;1e reas- 
se^ices for HI/MR residents, 44% responded Yes. In ^ecreas 
rnforder of frequency, these involvements by -oHeges^d 
diversities were practicum, consultation, ^rain.ng, and^e 
search. ' -mis suggests that significant numbers of .nstxtu . 
aons are not providing special training for staff and are 
St drawing on the resources of colleges and unxvers.txes to 
improve programming for the hearing unpaired. 

How Do Respondpnts Perceive i Wir Proeram Needs? 

Before we discuss implications of the study from the 
perspective of the research team, we wish to refer briefly 
fo c'omLnts made by the respondents in evaluating therr own 
nroarams and suggesting research and training needs. Responses 
?roS^-erded'q^estionI are always difficult to jnal^^^^-^ 
we wSl not attempt any formal analysis here. Difficulties 
in siSirizing we^e compounded by the fact that different 
Respondents often e^cpressed diametrically OPP^^^^^^^"^' 
^xamole while several facilities stated a dire need for bet 
::rdia;n:s.iic Tnd evaluative treasures, others viewed^^^^^ 
.-nent procedures as a strength of their particular P"g"m. 
Site understandably, needs varied widely from institution 

'° '"£rfw";, however, some common' themes,. For e^^^^, 
H^ny facilities'were concerned ^o"t ways to group hea^ng , 
i^aired residents x^ans c«cat on t b^^used wi^ 
the hearing impaired, and a lacK or f=f,iiities \ 

comments.: 
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The hiadtquacy oi daxgno6Uc/zvaZmUve. meo^uA^^ 

Te^nttdlS'lpecU^ and ioK mnk\ 

Inq uiUk tk& Hl/mfteJ>ide.tvt. . ^ . . \ 
A need ioK ^c^eoied poAwtaZ A-nvolvmarvt. 
A need loK ^fVtoued admruU>tnRtcvz. iappofut.^ 
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10. lnadej[imcu£/x addiotoQicxil ^ac^iUieA and e/jocp- 
^ pKixiut^ to :thsi nzzdA iht HI/MR A,t&Zdzyit. 



13. A dexxMk A.zAzaAc(i and tnaJjiLng acXZvZjtU^, bif 
cotJizQQJ^ and mZvoAsLtiQJS. . 

14. Vli{^uJUtiz£ cAzated Bif sia^^ tiiAnovoA. 

15. A need. jJoA ZncAQHSzd vLsXJbizUif HI/ MR H^ZdwU 
and pnoQncuns {^on. thm. 

16. VZ^^ZcuhtCeM in funding ^costlif 6pzc£at pAjog^u. 

17. Tht nzzd {^on. methods tAzating Zangwigz di^ir 
cixZtiu In thz hexi/Ung JunpoAjitd. 

18. Unacceptable t^jaaheA-papZl KcJULof^. 

19. A need jjo/t conSuJUants . 

20. The, ^hohtagz voaattoncl A.QMbZtUjouUon 6eJivic^^ 
^oK employable, HI/.MR /i^idtnt6. . 

The sheer lengtti ot this list suggests that respondents 
perceive a variety of elements of programming for the hear- 
ing impaired v^^ich could stand improvement/ though priorities 
for improvement differ widely from institution to institution. 
If all of these concerns could be erased in an institution/ 
its program for the hearing, impaired would undoubtedly be a 
model for all. 
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HEARING IMPAIRED OfSEATE? ^ " . 

The presentation thus far has focused , somewhat ab- 
stractly, on general patterns of service for the hearing 
impaired in institutions for the mentally retarded. In 
this section, we have attempted to faring to life, some of 
the issues raised already by describing three concrete pro- 
grams. The programs chosen for review are not necessarily 
the best programs in the country; ±hey are, however, good 
ones, reflecting a concern with th^ special needs of the 
Hearing Impaired/Mentally Retarded. We deliberately se- 
lected institutions of different sizes in. order to demon- 
strate that good programs can operate not only in large, 
well-staffed, and well-fmded facilities, but also in small- 
er institutions with fewer hearing iE?)aired residents. 
Finally, we selected surveys, from the file which were rich 
in supplemental comments and critical self-evaluati.ons in 
order to highlight the concerns of practitioners. 

Program A 

- ' In a large state school for the retarded in the Mid- 
west serving 2316 residents, 512 residents (22%) were identi- 
fied as HOH/MR and 9i (4%) were identified as DEAF/MR. • 
Given this relatively large population of hearing impaired 
residents. It is not surprising that Facility A has launched ' 
special programs 

Pt OCecfuAC^* Residents aro. given both a hearing exam- 
ination and a speech and language evaluation upon admission. 
In addition to using operant audiology, the speech and hear- 
ing specialists use pure tone, sound field, speech, screen- 
ing, 'impedance, and' other specialized tes^s as needed. The 
major criterion for classifying the hard of hearing is pure- 
tone- testing indicating a bilateral loss of 27 dBs or more 
at one or more frequency level in the 200-2000 range. In^ 
evaluating residents suspected to be deaf, potential for oral 
conmunication with the help of amplification is also considered. 



Reevaluation of residents in important areas of func- \ 
tioning is done on a variable basis, with hearing aid reevalua- 
tions conducted, yearly. 

P/ioqnm. Facility .A operates a distinct program for 
J)EAF/MR residents; HOH/MR residents attend regular special 
education classes or other programs , blending into the gen- 
eral resident population. ^ 

-For the HOH/MR resident, the primary method of communi- 
cation is oral, although total communication is used with the 
highly nonverbal resident. Residents capable of benefitting 
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from class iiistructiion spend an average of two and a half 
hours in an instaructional setting dail^* Those who cannot 
participate in formal ^training have access to a variety of 
progrcuns/ including a behavior modification program in self- 
help skills ♦ All the types of specialized hearing therapy 
listed in the survey cire available to HOH/MR residents, a- 
long with a total commiinication program for the hi^ly non- 
verbal student who might profit, at least initially, from 
,a ..coinbined approach to communication ♦ All of the addition- 
al services listed in the survey — sheltered workshop, fos- 
ter hOTies, community programs/ and so on — are available to 
HOH/MR residents, typically in joint institution-community 
administered programs ♦ Finally, a full range of vocation- 
al rehabilitation* services— a special coianselor, pre-voca- 
tional instruction, and a work-study program — is available 
to presidents, and 45 HOH/MR residents are served by Vbca- 
.tidnal Rehabilitation ♦ Thus, although the HOH/MR person 
is not placed in •a distinct program, he or she has access 
. to a wide range of campus and community programs which meet 
special needs. 

The DEAF/MR resident, by contrast, has access to a 
distinct program and is, in fact, housed in a separate fa- 
cility for the deaf • According to Facility A's respondent, 
a deaf resident generally spends 12 hours in an instruction- 
al setting* All activities from walcerup time at 6:30 A«M« 
to free tim§ before bed at 8:30 are structured learning si- 
tuations conducted by teachers and teacher aides* Again, 
residents who cannot profit from this instructional program 
have access to a variety of appropriate programs* 

. On the average, one teacher serves ten residents in 
the DEAF/MR program* However, for every four residents, 
tliere is one teacher aide. Aides are intensively trained 
in all phases of the program and accompany residents to 
various programs* Their primary responsibilities are to 
work with individual students in the classroom and rein- 
force the work of the teacher back at the cottage* For 
the DEAF/MR resident, total communication is relied upon 
heavily, cuid residents not only have access to a full range 
of specialized hearing therapy, but also are involved in 
additional types, of programs, including vocational rehabil- 
itation* Indeed, 29 DEAF/MR residents are reportedly serv-, 
ed by Vocational Rehabilitation* 

Of the total hearing impaired population, 58 have pre- 
scribed hearing aids and almost all use them although res- 
idents often have difficulty in caring for them* ' Problems 
were reduced through the designation of a staff person as 
a "hearing aid consultant" who checks daily on all hearing 
aid wearers* While Facility A does npt have a room equip- 
ped with a group auditory training unit, it uses individual 
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aids ox; the Phonic Ear FM Loopless System aids* Facility 
A does have two aoiind-proof suites, equipped for testing 
purposes* 

Such extensive progranming for the heciring inpaired 
was facilitated by a Title I grant* Clearly such a pro- 
gram requires an extensive and well-trained .staff ♦ .When 
asked to indicate the total number of staff members pri- 
marily serving the hard of heciring and/or deaf, Facility 
A provided the following account: 2 teachers of the deaf 
(one at the B.A. level, one at the M»A» level), one teach- 
er of the DEAF/MR, a speech pathologist, an audiologist, 
fiv6 supervisory staff members, twelve attendants, 12 teach- 
er aides, and one recreational therapist. Sjpeciai train- 
ing is provided for all staff members working in the Title 
I Hard-of -Hearing program, though other staff on campus 
are not specifically oriented towcird the hearing iri)aired« 
The facility has relationships with three diversities in- 
volved in resecorch, training, practicxoin, and consultation* 

SzZfi-2,vaZuaX^n * in response to an open-ended ques- 
tion calling for an evaluation of program strengths. Facil- 
ity A had much to label /'adequate" or "superior.'* Aspects 
of the program rated 'superior by the re.spondent were; meth- 
ods of audiological assessment/ use of amplification in the 
form of the Phonic Ecu: System, ratio of students to teach- 
er aides , resident use of hearing aids , and administrative 
cooperation. The pupil-teacher ratio, funding/ staff train- 
ing, and amount of instruction were also mentioned as strengths 
of the program. 6 

Facility A cited three main areas' of inadequacy. First, 
the rate of turnover among teacher aides, who are critical 
to the operation of the DEAF/MR , program, was high. Second, 
present physical facilities for cottage and classroom were 
considered inadequate. Plans had already been made for new 
construction and renovation of existing facilities* Finally, 
Facility A mentioned the problem of receiving DEAF/MR, child- 
ren too late, typically when they are five or older. The 
feeling was that comprehensive programs for the Hearing Im- 
paired/Mentally Retarded must be started, eeirlier to be op- 
timally successful. Facility A also noted a need for bet- 
ter techniques for the early assessment of difficult- to- 
test children and more detailed behavior modification pro- 
grams in self-help skills. Finally, perhaps because of the 
heavy involvement in vocationally-oriented programs, Facil- ^^^^^ 
.ity A foresaw a need for commimity programs for the HI/MR 
resident — ideally, a community workshop combined with shel-^ 
tered living arrangements. ^ 
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Program B 

Facility B, located in the West, .is considerably sinall'- 
er than Facility A, but the incidence of hearing impairment 
within it is apparently high. Of * 782 residents, 15% were 
identified as hard of hearing send 3% as deaf. 

VKOCZddJJiZ * Residents routinely receive a hearing ex- 
amination upon admission, with operant audiolpgy used as 
needed, and a full range of audio logical evaluation tech- 
niques part of the standard diagnosis ♦ Classification of^ 
a resident as hearing iitpaired is done_ largely on^the basis 
of functional need. Residents are reevaluated yearly or . 
as recommended by otolaryngologist*; or auldiologist. Psy- 
chological reevaluations are conducted every three to five 
ye^rs. 

?KOQfum * Facility B has a distinct program for the 
deaf and hard of hearing combined* Only about ten of the 
approximately 140 HI /MR residents can presently be served 
in a, formal school program, for the hearing iit^aired. For 
the rest, there is a program of day activity classes, rec- 
reation, physical education, and fine arts. The deaf cihd 
a few of the hard of hearing are housed separately from the 
other residents. Total communication is the preferred 
method of commiuni cation for both tlie HOH/MR and DEAF/MR, 
although communication is used with a, few of the HOH/MR 

residents. The pupil-teacher ratio 'for HOH/MR is six to 
one. Tutoring is available to students not enrolled in a 
formal training program. Most of the hearing therapy offered 
consists of auditory training, hearing aid orientation/ and 
language training? speechreading and speech therapy are rarely 
used. The DEAF/MR resident is offered a special Total Communi- 
cations Training program 

Both the deaf and the hard of hearing have access to . 
a sheltered workshop within the institution, as well'as, to 
volunteer services and a "Community Action ProgramV" Foster 
homes and group homes are not available. Vocational rehabili- 
tation is not provided by the Vocational Rehabilitation Depart- 
ment in the state; rather the institution m\ist provide any 
vocational programs and does provide pre-v.ocational instruc- 
tion, work-study, evaluation, work c^djustment training, emd 
on-the-job training. Fourteen HOH/MR residents .and two DEAF/MR 
residents are served by these institutional programs with a 
vocational emphasis. However, the respondent to the survey* 
the Director of .Communication Therapies, noted the difficulty 
of placing these clients once they are trained'. 

Of the 21 residents with individually prescribed hear- 
ing, aids, 14 can be counted on to wear them regularly, al- 
though there are problems associated with helping residents 
to care for and wear their hearing aids. Facility B has a 
soundproof testing booth and one group auditory training unit. 



The staff primarily serving the hearing in?>aired con- 
sists of one teacher of the deaf, a speech pathologist, -a 
consultant audiologist, two supervisors , twelve attendants-, 
and two» ''teacher aides* Facility B provides special train- 
ing for staff ineinbers working vrLth the hearing impaired ♦ 

SeZl-ZvailJUJuUoyi . > Facility B provided several useful 
coninents on its strengths and needs* The aspects of the 
program considered' most adecjuate v?ere materials used in 
teaching , parental involvement tfirough workshop training , 
and administrative support* Several important weaknesses 
were identified* First, there .is a shortage of teachers, 
particularly for the profoundly and severely retarded hear- 
ing in^>aired student. Second, training for cottage staff 
is limited due to staff timiover arid a limited staff to 
conduct Communication Therapies training. Third,, it was 
pointed out that co-ed grouping would be desirable to fur- 
ther nojnnalization. At present, deaf, hard of hearing, 
'and low verbal males are on one 'cottage, while hearing 
iii5)aired girls are on another. The preferred plan would 
be to place all deaf and hard of hearing, residents in one 
cottage, and all minimally verbal and' nonverbal residents 
on the other, regardless of sex* A related problem is the 
physical facility itself* Buildings are overcrowded and 
poorly decorated* Finally, Facility B called attention 
to a weak relationship with Vpqational Reh^iltation and 
recognized a need for more help and support in vocational 
programming? on cairpus and off* 

In identifying research, training, .and service needs, 
the respondent for Facility B enqphasized the need for eval- 
uation of teaching materials and methods, and .suggested 
the need for a behavior modification progreim to teach wear- 
ing of and caring for hearing aids. In fact, the more gen- 
eral call was for behavior modification training for teach- 
ers, particularly as a greater segment of the institution- 
al population becomes profoundly and/severely retarded* 
Another training need was in the area of Total Communica- 
tion for professionals and paraprofessiohais* Facility B 
recognizes weaknesses in its program and has several pro- 
posals for iirprovement; still its development of a "Coramuni 
cation Therapies" program and special arrangements for the 
deaf or nearly deaf suggest the beginnings of a .strong ef- 
fort to serve the hearing inq? aired* 

Program C . ' ^ . 

The final program which we will describe is located 
in a smaller institution in the Southeast* Of 363 resi- 
dents, only three had been labelled as hard of hearing, 
while fourteen (4%) were identified ias DEAF/MR* At least 
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these were the residents targetted for special programming* 
Facility C, in contrast to Facilities A eind B, does not. ^ 
group any hearing in^aired residents in separate living 
facilities, but it does provide a special program* 

?KOCJlduJiJ^ * Residents are given a hearing examination 
as part ofsstahdard admission procedure, primarily through 
puretone , sound field, euid screening evaluations* , The 
facility is qurreiitly launching an operant audiology pro- 
gram and hopes to become equipped to do speech: testing * 
Functional need is the primary criterion for classifying 
residents as h^earing inpaired*'.; In actual practice, the 
distinction between the hard of hearing and the 'deaf is 
xised only to decide whether oral or manual conwiuni cation 
is most appropriate^* Other factors besides functional 
need which are] considered include puretone results, age^ 
^previous training, response to anplification, estimated . 
iceptive language level/ and present communication skills* 
Residents are^ reevaluated at approximately six-month 
in^rvals in a wide variety of areas* If a need exists, 
a resident can, be referred to d university center special- 
izing^^in communication disorders for further evaluation* 
j VftjQQKam. Facility C -refers to its program as one 
for the 'Hearing Iirpaired* All residents, identified as 
hearing inroaired are in some .type of formalized instruc- 
tional settling, though not necessarily an academic one* 
Each resideri^ spends an hoiir daily with one or two p,ther 
residents in ^mall group instruction in a classroom set- 
ting, 'along with a minimum of two additional hours of train- 
ing ij} the cottage living unit, under the supervision of 
the cottage teacher; The eii$)hasis in small group instruc- 
tion for the HOH/MR i? on speech, cpeechreading, and audi- 
tory training, incl\;iding hearing add orientation* ,In addi- 
tion, Jbuto rial instr\K:tion, is provided by a teacher aide 
who graduated from a s^ool for the '4eaf and by volunteers* 
Programming for the DEAF/MR places a heavier emphasis on 
Total Communication* For most DEAF/MR residents, manual 
communication is the primary means of communication, but 
an atten5)t is made to continue speech and auditory train- 
ing as well* \ ' 

Facility C is considering grouping the hearing imj^ 
paired residents within one ol^^two canpus units, each of 
which consists of three or four' ^cottages housing 24 resi- 
dents apiece* The main purpose t^f. this ^rearrangement would 
be 'to facilitate staff training, particularly of cottage, 
personnel* However, the idea of segregating the hearing 
impaired in a cottage orJwo.-was^'Strongly rejected* 

The hearing impaired at Facility\^C/ while they do not 
have access to foster homes .or grotrp h^mes at present, can 
benefit from a campus sheltered workshop, volunteer programs / 
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and cQinmunity programs such as church* . , - 

Vocational rehabilitation takes the form of.prervoca- 
tional instruction with an eitphasis on can^us job placeioents^, ^ 
primarily .in' the work.-.tiop, housekeeping department^ food 

.service, and jsducational" department* At present, three 
DEAF/MR residents hold on-qampus work placeii^nts. No hear- 
ing in|>aired .resideht^^ ai;e currently^ in vocationally-oriented 
programs. . * , . 

Only three, residents ciirrently wear individual hear- , 
ing aids, largely due to a difficulty in pbtaining fvmds. 

.Others use Zenith training aids during class sessions. 
Close supervision of residents wecirihg hearing aids is 
needed* ''•The facility 'has a Zenith FM Auditory Training 
Unit with ten trainifig aids, • " - 

The, staff primarily serving the Hearing Impaired/ . ^ 
Mentally Retarded consists of one teacher of the deaf, 
a speech pathologist, and one teacher aide. The teacher 
aide coordinate both, class.room instruction and activities 
for hearing impaired residents in their -living units. Be- 
cause the hearing impaired are dispersed across campus, 
attendants have not been heavily involved in programming 
fot the hearing^ ifnpaired resideht^,'. However, the general 
in-service training for all attendants includes a brief 
session on hearing impairments, and specific activity sug- 
gestions and "homework" assignments for individual resi- 
dents aire given to the cottage personnel to execute. Facil- 
ity C has the a*dvantage of interactions with four colleges 
and universities^, one of which has a clinic for commuhica- . 
tion disorders to which residents can be referred, for evalu- 
ation. ' . / 

SM'^valucution * Facility C is largely satisfied with 
its efforts on behalf of the hearing impaired — primarily 
because the teacher ,s speech pathologist, and teacher aide 
are wellr qualified and have the classroom and testing equip- 
ment and facilities to work effectively. The respondent 
for Facility perceived* ^rnee'd^or research on the effec- 
tiveness ofl various language training programs, particu- 

^arl.yas'^ey are adapted for use .with the hearing impaired. 
A need was*also e:^ressed for a training manual and audio- 
visual aids for use in training cottage staff working with 
the hearing impaired, primarily because of the difficulty 
of developing such materials in. house without enough time 
and staff to jdo so.. Mention was also made of the need for 
a cbmpilation of material on the Hearing Impaired/Mentally 
Retarded and the facilitation of communication amoiig pro- 
grams across the country • 

' ■ . ■ 7 • ^ 
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WAT ABE THE OCNCLUSICNS AND IMPLICATICNS OF IHE SIUDY? 

» " * 

At this point, it is time to stand back from the data, 
consider their implications, and recommend steps toward the . 
improvement of services for HI/MR residents in institutions 
f9r the Jfetarded* . ' 

Review of Significant Findings 

A. review of the literature uncovered a large degree- 
of confusion over the multiple disability of hparing im- 
pairment and mental retardation, not only with respect to 
its prevalence, but also with respect to diagnosis and pro- 
gramming — even though the general consensus was that hear.- 
ing impairment is more widespread among 'the mentally re- 
tarded than it is in the general population. 

As a result, the Research and Training Center in Mental 
Retardation at Texas Tech University undertook a mail sur- 
vey of public institutions for the mentally retarded in or- 
der to determine: (1) the prevalence of Heeiring Impaired/ 
Mentally Retarded* (HI/MR) residents, both the hard of hear- 
ing (HOH/MR) and the DEAF/MR, in state institutions; (2) 
characteristics of the HI/MR population; (3) procedures 
used in identifying and evaluating HI/MR residents; and 
(4) special programs, equipment, and staff available to the 
HI/MR resident. 

With the aid of ^several organizations concerned with 
,the heading impaired and/or the mentally retarded, the 
HI/MR Survey was constructed and mailed to 212 facilities 
listed in the, directory of the National Association of 
Superintendents of Public Residential Facilities for the 
Mentally Retarded ♦ After the initial mailing and two rounds 
of follow-up inquiries to nonresponders during a period 
from July, 1973, to April, 1974, 181 or 85% of the facili- 
ties responded in one fashion or another, although a smaller 
percentage (75%) returned largely useable surveys* • 

The major findings of the study were as follows: 

1. PH.tvaJLtnct . According to population figures pro- 
vided by respondents, 9.53% of the institutionalized popu- 
lation is Hearing Impaired, with 7.24% of the population 
falling in the Hard ofsHearing category and 2*29% classi- 
fied as Deaf* However, the validity of these incidence 
figures was jeopardized by varying definitions of hear- 
ing impairment, approximate census figures, and incomplete 
survey data. Per cents of hearing impaired residents varied 
; considerably from institution to institution, though more 
so with respect to the Hard of Hearing than with 'respect 
to the Deaf* The figures are in accord with other survey 
results and suggest that ,the HI/MR population is a signifi- 
cant one* ^ 
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2. ChaM,cteAUtic6 thz HI /MR ?opuZjouUon * charac^- 
teristics of the HOH/MR and DEAF/MR populations were com- 
pared to those of the general institutionalized population. 
The ages of HI/MR residents , whether they were \^deaf or hard 
of hearing, were distributed much like those of' the total ^ 

^^institutionalized population. Approximately two-thirds of 
hearing and hearing impaired residents were repor^tedly over 
the age of 18. Similarly, the two hearing impaired groups 
appeared to be no mor.e or less retarded than the general 
institution population. Approximately two- thirds of them 
fell in the severe and profound remges of retardation. The 
precise relationship between intelligence or age em d. hearing 
impairment is, however, difficult -to detenrtine* \ 

3. ViagnO/Si^ . an d EvaZiicution . At least part of the 
variability iti ,e5timat~es of the size of the HI/MR population 
is probably attributable to variations in diagnostic pro- 

^cedure. A hearing exainination upon admission was reportedly 
stcindard procedure in 60% of the facilities; Speech and 
language evaluations were more commonly giyen at admission. 
Most facilities used a variety of audiological testing pro- 
cedures. Puretone audiometry, the most widely used, was 
employed in 83.5% of the institutions. Operant or stimulus- 
response audiology/ a more recent innovation, was used in 
60% of the facilities. In classifying residents as hear- 
ing iinpaired, 32% relied primarily on puretone results, 
22% relied primarily on functional need/ '26% considered 
both puretone results and functional need, and the rest 
used various multiple criteria. Approximately two- thirds 
of the institutions reevaluated residents at least yearly 
in a .broad range of areas, emphasizing audiological re- > 
evaluation. / , * ' 

4. Sf^Av^cU and- VKOC^nam . only 48% of the fespon- 
j dents indicated that ;they had a distinct program for the 

' Hard of Hearing, Deaf, and/or Hard of Hearing and Deaf com- 
bined. Of these-, the majority operated a single program 
serving both 'hoH/MR and DEAF/MR residents. Only a hand-c 
ful of institutions clustered hearing impaired residents 
in special li^^lng quarters-' ^ 

Wliether br not "distinct" programs were available, 
institutions appeared to offer a wide range of educational 
services. Most facilities tised more than one communica- 
tion 'method with the hearing impaired. Oral communication, 
followed by total communication, was the predominant method 
- used with HOH/MR residents; total communication, followed 
by sign language , was the predominant method used' with the 
DEAF/MR. ' * , 

Although 13%. of the facilities apparently offered no 
. specializxid hearing therapies, roughly 70% of them offered 
each? of the following: auditory training/ .speech therapy. 
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he coring aid orientation ^ and language training ♦ ISpsechr 
reading was less commonly offered ♦ The average facility^ 
indicated that it offered four distinct types of therapy. 

As for classroom instruction / approximately 80% of 
the facilities indicated that capable residents s^ent at 
least some time in an instructional setting each day. ^^ow- 
ever/i., amounts of daily instruction varied widely, jindicci^ing 
no standard for classroom involvement* Pupil- teacher 'Ratios 
also varied widely, in part because so many facilities dia^ 
.not operate distinct ^programs for HI/MR residents and had \ 
difficulty providing estimates. However, 73% of the insti- ^ 
tutions which provide^^ estimates reported ratios of six or 
fewer pupils per teacher. Tutorial instruction was avail- 
able in slightly less than half of the institutions. 

HI/MR residents often had access to additional^, services 
which were presumably offe2:;ed to hearing residents.^ as well* 
Roughly two-thirds of the institutions indicated that shel- 
tered workshops and volunteer services were available to 
HI/MR^ residents. Slightly less than half of the facilities 
offered foster homes, group homes, or various community pro- 
grams. However, these figures do not reveal how many HI/i4R 
residents actually benefit from offered services. 

With respect to vocatioually-oriented programs such as 
a special rehabilitation counselor, prevocational training, 
and work- study, 23% of the respondents appcirently did not 
provide any such services for the HOH/^JR and 34% apparently 
did^'not do so for the DEAF/MR. Prevocational instruction 
was the only vocational program reportedly available in- a 
majority of institutions. Only 46% of the respondents pro- 
vided a figure indicating that one or more HOH/MR resident 

. was being served by Vocational Rehabilitation. And in these 
institutions, the average number served was' eleven. Even 
fewer facilities (39%) reported thaL DEAF/MR residents were 
served, and the average number served was only five. The 

^ ja'st majority of HI/MR residents are not touched by Voca- 

: tioiial Rehabilitation. . . . ^ \ _ 

li^eeds for equipment for HI/MR residents were also de- 
tected I The majority of HOH/MR residents who could jpoten - 
tially Wnefit from individual hearing piids do not have them. 
Among the 1,536 persons reported to have individual ^ aids , 
78% actually wear them. The majority of t^spondents claimed 
that. HI/MR^ residents have difficulty caring^ for .hearing aids. 
Approximately two-thirds of the facilities have access to 
a soundproof testing booth, J3ut only 35% have, at least one 
room equipped with a group auditory training unit, j 

J.Staff analysis could not be conducted since so jfew 
facilities 'had staff , exclusively devoted to HI/M^ residents. 

, Specialized training for staff working with HI/MR^residents 
was provided by 59%. of the institutions; 44% had re^ceived 



ERLC 



bO 



\ 



50 



at least some contribution to their programs for HI/MR resi- 
dents from necirby colleges and universities. 

Finally, while facility self-^Valuations and suggestions 
for research and training were mot formally analyzed, a broad 
range of conceins were voiced by respondents, all' of which 
-suggest directions for future ^efforts on behalf of the heeir- 
ing impaired. Many concerns centered ciround diagnosis # opti- 
mal resident groupings, communication methods, and staff 
trainih'g. 

Recamahdaticxis 



We hope that the reader has by now noticed at least soine 
of the HI/MR Survey's iii5)licatioris for practitioners in hear- 
ing in^airment and mental retardation. In this section, we 
want to draw out the iir$)l£caT:ions that we, as researchers^ 
see in ,the data, mak e several jrecOTonendations which might 
facilitate programming foi: the HI/MR person, and identify 
research ajid training needs. We will place special ertphasis 
on gaps in service and obstacles to service irtprovement . 

1, IdeyyUUccuUon H the HI /MR PeM on . We cannot over- 

^^StpEasize the difficulti^es which presently plague diagnosis 
of hearing iirqpairment aitvong the mentally retarded emd which 
prohibit apcurate assessment of the scope of the problem. 
Part of the variability/ in estimates of the size of trie HI/MR 
populatiori in the present study can be attributed to error-- 
that is, to the fact ifiy that respondents often mado approxi- 
mations rather' than taking censuses, (2) that a large segment 
of the san^le[did not provide complete population figures, 
and (3) that respondents to mail surveys, like all humans, 
err. These types of error, however, do 'not explain the wide 
variability aif^ong incidence figures presented by different 
researchers over the years. iFar^ore important in explaining 

\ theseMifferenc^es, and. a far more pressing deficiency in 
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current procedures,/ is th^ lack of standardization in diag- 
nostic procedures.* 

This problem is not nearly as critical for the DEAF/MR 
as it is for the\HdH/MR. Respondents to the HI/MR Survey 
and diagnosticians lin- general seem to have reached some 
consensus as to wfie.t consjbitutes deafness. Consensus as to 
'What constitutes ne aringyimpairment, however, simply does 

..not exist. * \ / 

What can be aon6 to remedy this situation? In one sense 
public institutions fcrj the retarded zeem to be on the fight 
track in that many luse, several audiometric techniques ra^ther 
than relying on any\ single technique. Beyond this, however, 
we recommend considering both audiometric test results and 
functional need. A V/erson Whose audiolpgical test results 
indicate hearing Ipss may not require special programming, 
particularly if the .hearing- loss is restricted to one ear. 



51 



What is truly important is developing ways of distingxiishing 
those hearing impaired residents who would benefit from 
special programming from those whose hearing loss does not 
constitute a Significant disability in everyday functioning. 

Relying ^re on the criterion of fiinctional need is 
no cure-all/ Kowever. The whole concept of functional neeji 
must' be clarified and objectified. As things stand now, 
the concept is nebulous, and functional need is assessed 
subjectively. 

Audiometric technology sho.uld also be reevaluated by 
speech auid hearing specialists. The critical problem is the 
fact that so many persons prove difficult to test, particu- 
larly when stcindard^puretone audionvetry is used. Several 
new techniques off ex promise. As we have shown, operant 
cmd stimulus-response audiology have already proved to be 
laseful tools for speech and hearing assessnvent in institutions 
for the retarded, largely because they elicit maximal per- 
formance from .the persons tested. Two newer techniqiaes, 
while not presently used in many institutions, offer even 
more promise because they permit testing o£ persons who 
are vinwilling or unable to make vocal oir motor responses. 
Acoustic in^edance measurement (Lamb & Norris, 1969), which 
taps acoustic in^edance in the middle ear through use of 
either a mechanical or an electroacoustic iirpedance bridge, 
is one option which has been shown to be effective. The 
electroacoustic bridge seems superior in evaluating difficult- 
to-test persons because it does not require as much coopera- 
tion as the mechanical bridge and because it is adaptable 
to either absolute or relative impedance measurement. It 
is also inexpensive enough that it could be used within, an 
institution. ' ^ 

Cortical-evoked response audiometry^ (Price, 1969), al- 
though it is presently less well researched than acoustic 
impedance audiometry, also offersi great potential for testing 
difficult-to-test subjects. With electrodes attached to 
the scalp, changes in brain waves in response to auoitory 
stimulation can be. measured without the need for the person 
tested to respond volimtarily in any fashion. Unf ortuhately, 
the, equipment needed for cortical-evoked response audiometry 
is so expensive that very few institutions could afford their 
own units. The most practical approach would be laimching^ 
a collaborative effort in a single state or region to obtain 
the equipment and house it at some centrally-located site — 
for example, at a university medical school, or at one of 
the" state institutions for the retarded. Such innovative . 
^audiometry techniques are necessary if the difficult-to- 
test child or adult is to be assessed properly. At present/ 
it is not always certain whether such persons are difficult- 
to^^test for auditory or nonauditory reasons. It is almost 

\ 
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iTi5>ossible to judge the incidence of hearing iaqpainnent 
among the profoijndly and severely retarded with conventional 
techniques. 

Another area of difficulty in diagnosis is the fact 
that criteria of hezuring loss vary/ even when a standard 
technique such as puretone audiometry is used. Presumably, 
even if innovative audiometric techniques were introduced, 
there would still be problems in deciding what test results ^ 
mean in. terms of program prescriptions. If standard criteria 
of hearing iir5)airraent are to be developed , it is probably up 
to those who work with HI/MR residents in state institutions 
for the retarded to., do so. For e^can^ie, the National Associ- 
ation of Superintendents 6f Public Residential Facilities 
for the Mentally Retarded, in collaboration with the Ameri- 
can Speech and Hearing Association, might direct the setting 
of standards, drawing on the expertise of speech and hearing 
specialists from aroiind the country. The current lack of 
standardization, as we have noted, prohibits accurate assess- 
ment of the extent of hearing impairment among the mentally 
retarded. More significantly, it blocks commmication and 
collaboration among personnel working with HI/MR residents. 
Al^ough two institutions may both develop well-structured 
programs for the hearing impaired, their staffs may have 
quite different understandings of what constitutes hearing 
impairment and what hearing impaired residents need most. ^ 
Standardization will not be an, easy task, particularly if 
several different audiometric techniques are to be used 
'conjointly. However, such standardization, if it could be 
accomplishod, would greatly ease the task of program planning. 

The HI/MR Survey also suggests that there is , a need , 
for standardization in the time table by which audiometric 
evaluations are conducted. As a first step,' we would recom- 
mend that hearing examinations be given as part of standard 
admission procedure in the sizable nuihber of institutions 
- (40% of the sample) which do not presently give them. It 
would also be beneficial if the speeqh and hearing specialist 
had the means to conduct hearing exairlinations of the resi- 
dents presently in the institution, devoting special atten- 
tion tO; those who are difficult- to- test. Finally, we would ^ 
suggest that residents identified as hearing impaired be 
reevaluated yearly with a battery of audiometric te^tS" and 
a hearing -aid evaluation. 

Until consensus is reached regarding criteria of hear- 
ing iiT5)airment, the speech and hearing specialist can only 
attempt to conduct thorough and periodic evaluations of 
residents using the most sophisticated procedures available, 
attempting to use criteria which appear to have more wide- • 
spread acceptance than ot^iers, and carefully documenting 
the .procedures actually selected. 
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2, EducationaZ PAX)gnjoumLng . one of the most signifi- 
cant findings, of the^HI/HR Survey is that HI/MR chi;ldren 
and adults represent a substantial subpopulation in institu- 
tions for the iDentally retarded ♦ The HI/MR resident needs 
special attention to develop, his or her full potential ♦ 

Programming for the HI/MR resident should be based on 
an understanding of the characteristics of the HI/MR popula- 
tion. In light of the HI/MR Survey results^ program planners, 
should recognize that HI/MR residents ,are likely to be adults 
who are severely or profoundly retarded* However^ we must 
also recognize that HI/MR residents vary widely in terms 
of extent of hearing iii5>airmentr age^ and intelligence, and 
cannot be treated as a homogenious group. 

At present, most HI^^feTresidents are not receiving 
special programming; rafener, they are an invisible group 
within injititutions, receiving services which are appropriate 
to hearing residents of the same general level of intellectual 
functioning. Slightly over half of the repondents do not - 
perceive their institutions as offering "distinct" programs 
for DEAF/MR or HOH/MR residents. This, we believe, is a - 
situation, which should be rexnpdi^d. Once hearing iirpaired 
residents are identified, they, should be placed in special 
programs. They should have access to classroom instruction 
under the direction of a teacher grounded in both hearing 
in^airmen^ and mental retardation. They should have access 
to a planned sequence of hearing therapies. Our findings 
suggest that hearing therapies are presently a strong ele- 
ment of institutional programming for the HI/MR resident, 
and that the average institution offers a variety of such 
special therapy programs. With respect to classroom instruc- 
tion, however, we discovered no clear standard as to hotirs 
spent in the classroom daily. On the whole, classroom instruc- 
tion did not appear to affect most HI/MR residents for siz- 
able portions of the day. Greater classrooom involvement 
for those students who can benefit from it should become a 
priority. 

Unfortvmately, most classroom instruction for the men- 
tally retarded ends when a resident reaches the age of ei^fhteen. 
Two-rthirds of the HI/MR residents in institutions today are 
over the age of eighteen. Moreover, they are generally severely 
and profoundly retarded. In view of these findings , ^ there 
is obviously a need for new and more flexible roles for teach- 
ers of the HI/MR. One option is activity programs which are 
structured with the aid of deaf educators to offer special 
training in coiranunication. Another option is a stronger 
enphasis on behavior modification of communication skills. 
If teachers of the hearing impaired in facilities for the 
mentally retarded are to meet the needs of the HI/MR resi^ 
dent, they have to extend their roles beyond the four walls 
of a classroom. 
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To do this, teachers need help^ This help must origi- 
nate with administrators. In some programs/ teacher aides, 
under the guidance of ^ teacher, are used effectively to ex- 
tend training programs to the dormitory and to make education 
an activity which pervades life from wakeup until bedtime. 
Tteacher aides can work with individual HI/MR students or 
with small groups to reinforce classroom learning and to in- 
troduce new material. The administrator's role is to pro- 
vide the fvmding for a strong teacher aide program. 

For avprogram to tiuly touch all aspects of the resi- 
dent's life, however,, ^cottage personnel must be incorpor- 
ated into the master plan. As we .have noted, very few insti- 
tutions cluster HI/MR residents in separate living facilities 
or units on campus. Although 59% of the institutions offer 
specialized training for staff members working with HI/MR 
residents, we suspect that very little training is directed 
at cottage personnel. Intensive training of cottage person- 
nel^ is, in fact, impractical as long as HI/MR residents are 
dispersed across cairpus. Through cottage personnel, the 
teacher can extend his or her impact, primarily by designing 
activities ta,be conducted at the cottage which will rein- 
force' classroom learning. 

A crijtical problem in most institutions for the retard- 
ed, as weld as institutions for the deaf, is cpordinating 
the educational program with the dormitory program. The 
Hi/mr* Survey suggests that most HI/MR residents spend rela- 
tively little time in instruction and therapy. * Since train- 
ing of cottage personnel is minimal, we conclude that HI/MR 
residents are not receiving special help with their disability 
during the bulk of the day. 

ComuyiLcatLon UeXhod6 * At present, methods of com- 
miinication with HI/MR residents are varied. Most institu- 
tions use more than one communication method, but procedures 
for integrating communication methods in a total communi- 
cation program are lacking. Approximately 50% of the facili- 
ties indicated that they used total communication with HOH/MR 
or DEAF /MR" residents. Sign language appeared to be relatively 
scarce; in fact, only 30% of the respondents indicated that 
they use sign language with DEAF/MR residents, who would 
profit most from some form of manxial communication. 

In view of evidence cited by Vernon (1970), it would 
seem that the introduction of mcinual communication early 
in life has merit. We are not advocating exclusive use of 
manual communication, but our findings do suggest that manual 
communication is not widely enough used in institutions for 
the mentally retarded. 

The debate between those who favor oral communication 
and those who favor manual communication has raged for years 
among deaf educators. Unfortunately, the dialogue has often 
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degenerated into an "either-or" issue, with some arguing 
for exclusive use of oral comraunication, and others — often 
those who espouse the concept oi total coiamunication — actu- 
ally advocating exclusive use of manual communication. 

Total Communication is presumably .an eclectic approach 
which. Wcikes flexible use of variety of communication methods ♦ 
In order for a true total communication approach to be im- 
plemented, manual communication methods must be strengthened^ 
A few institutions for the mentally retarded, finding Ameri- 
can Sign Language too complex for their residents, have de- 
velpped their own simplified sign languages. While this 
signifies great concern for the hearing impaired, it would 
surely be more efficient if a standard sign language appro- 
priate for the mentally retarded could be developed and used 
across the country. Special funding might be necessary if 
such a manual language were to be developed and tested. 

If manual language is to become part of the daily life 
of HI/MR residents, _such residents must be grouped in separ- 
ate living facilities, or at least clustered in one portion 
of the campus. Not only would this permit residents to use 
manual communication skills in interacting with one another, 
but it would also permit intensive training of cottage per- 
sonnel in total communication. The attendant could then be- 
come an important teacher in ttie resident's life, and the 
hours after class or after activity programs would' not need 
to be. wasted. 

4. NzzdU joK Eqalpmznt * individual hearing aids, ac- 
cording to our respondents, are provided for only a minority 
of the HI/MR residents. Furthermore, most respondents report- 
ed that residents have difficulty caring for hearing aids. 
Of course., it is possible that few residents have aids be- 
cause they lose them, destroy them, or refuse to wear them. 
Still, the situation could be remedied — and should be. 
Some would arque that hearing aids are beneficial not only 
to the HOH/MR person but also .to the DEAF /MR person who may 
be able to detect speech patterns with residual hearing which 
.otherwise would be lost. Too often, hearing aids are used 
in special programs or in the classroom and are then retired 
to a drawer when the resident returns to the dormitory. First, 
all staff working with HI/MR residents should be convinced 
of the value of hearing aids. Secondly, administrators 
should act to find funds for hearing aids. The problem of 
breakage can be solved technologically through the suspen- 
sion of hearing aids in unbreakable plastic. 

The problem of wear and care must be approached through 
a program of training and supervision. There is clearly a" 
need for a behavior modification program designed to help 
residents adjust to. wearing hearing aids and caring for them 
properly. In one institution described earlier, problems 
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with heeuring aids were reduced considerably when a special \ 
staff ineniber was assigned to supervise residents with aids. \ 
If such a staff person could hot be designated, it could \ 
becoxne the responsibility of cottage personnel — after appro- ^ 
priate training — to |ftonitqr residents who use hearing aids [ 
and refer those in need of training or retraining by behavior 
modification techniques to an appropriate trainer. Once the 
benefits of hearing aids are. clear tOt alXy the problems of 
purchasing them and insuring their proper use can be over- 
come. 

A similar argument applies to the use of group auditory 
training units, which were reportedly available in only 35% 
of the institutions surveyed. Our observations suggest that 
even .when such units are available, they are not used to the 
extent that they could be by teachers of the hearing iitpaired. 
Such units can be tuned for each individual so that they are 
as strong as individual hearing, aids. In many ways, such 
units are superior to individual aids because they transmit 
a strong signal which is not confused with the background 
noise typically picked up by most individual aids. Group 
auditory training units are one way to capitalize on the 
residual -hearing of the deaf student* and to open the way to 
inprove oral communication skills. . 

5. VodjcUlonaZ PKognaimUnq and Additional Se^u^ce^ . 
For adult HI/MR residents with potential for community place- 
ment or sheltered work activity, vocationally-oriented train- 
ing programs should be expanded. At present, it appears that 
relatively little is being done to foster the vocational 
adjustment of the HI/MR resident. Most institutions do not 
offer a great deal more than prevocational instruction. Most 
notably, very few HI/MR. residents are served by vocational 
rehabilitation agencies. 

The burden of responsibility falls on both the institu- 
tion and the vocational rehabilitation agency. The institu- 
tion should work to include capable HI/MR residents in exist- 
ing vocational programs on campus and to develop new pro- 
grams appropriate to resic'ent needs. Roughly two-thirds 
of the institutions already have sheltered workshops, though 
we do not know how many HI/MR residents actually participate 
in these programs. If the HI/MR resident is to fully bene- 
fit from vocational programming, however, he or she may need 
special attention. For exainpie, at least one person on the 
workshop staff should be trained to work with the hearing 
impaired; and/or a teacher of the deaf should be involved 
in" helping HI/MR clients in the tjarkshop on a periodic basis. 
We believe that it would not require a great deal of extra 
effort to open the way for JTiore HI/MR clients in vocational 
programs . 

The. burden of responsibility also falls on the voca- 
tional rehabilitation agency. Although it remains to be 
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seen what happens in practice, the new Vocational Rehabili- 
tation Act mndates special attention to the severely and 
multiply disabled — to those persons who, in the past, have 
not been regarded as eligible for vocational rehabilitation 
services. The new Act also broadens the mission of voca- 
tional rehabilitation agencies so that a person need not 
have clear potential for, einployment to be accepted for ser- 
vices. Hopefully, this trend will continue and will be 
backed by additional funds, inducing vocational rehabili- 
tators to consider working with the institutionalized, mul- 
tiply disabled mentally retarded. Institutions can speed 
the process by developing working relationships with voca- 
tional rehabilitators and convincing them of the potential 
-of KI/MR residents. While a large nimiber of HI/MR residents 
would n^t he eligible for vocational rehabilitation services, 
even as they are now conceived, those who could profit from 
them should be identified by the institution and brought 
to the attention of the local vocational rehabilitation 
agency. " , . " 

Along with an increased emphasis on vocational train- 
ing should come an eii$)hasis on community residential facili- 
ties and foster homes. Our .findings do not indicate how 
many HI/MR residents actually benefit from the group homes 
which are reportedly available to slightly less than half 
of the facilities. Our impression is that residents in the 
mild and moderate ranges of retardation without additional 
disabilities are typically the first candidates for community 
residential prograims and independent placement. There is 
no reason why the mildly or moderately retarded HI/MR resi- 
dent cannot benefit from these placements as well — and be 
able to hold a job in the conmiunii:y because of the support 
that such facilities provide. In larger institutions, it 
might even^ be possible to establish a special community 
facility for HI/MR residents, supervised by a deaf person 
or by someone trained, in hearing impairment. Alternatively, 
hearing impaired persons in the community might be recruited 
as citizen advocates to help the HI/MR person adjust to the 
special problems of the hearing impaired in the community. 

6. Stafi^ Con6id2AcCtLoyiS . Although we w^jre unable to 
draw firm conclusions from respondents' descriptions of staff- 
ing patterns, it was apparent that most facilitie.<5 do not 
designate a team of personnel to work * exclusively with HI/MR 
residents. If the needs ,of the HI/MR resident are to be met, 
staffing and staff training must become a priority. 

it was clear that very few facilities have teachers 
with dual training in hearing .impairment and «mental retar- 
dation. .This shortage is easily enough explained: almost 
none of the colleges and universities in the country offer 
such training* We are witnessing a greater emphasis in 
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teacher education on the multiply disabled child, but college 
and univers^ity -programs have a long way to go. They should o 
provide students with flexible programs which allow them, 
to understand multiple disability in general and then spe- 
cialize in a duai impairment. Institution administrators 
can communicate their need for teachers of the multiply 
handicapped hot only to universi-ties-JDUt^alsp-^to-state^de- 
partments of education, fosterinj^ the notion that institu- 
tions for the retarded can offer many of the same programs 
which public schools are now being encouraged to offer for 
multiply handicapped students. They can also document their 
needs for teachers of the hearing-lmpaired^ " ' 

Given the present shortage^ of qualified teachers attuned 
to the special problems of HI/MR residents, wise use of sup- 
portive personnel is essential. ^ One teacher of the hearing 
iii^>aired .can extend his or her influence through teacher 
aides, particularly if the- aides are heavily involved in 
tutorial and small group work with residents rather than 
being restricted to clerical tasks. And, as we have already 
suggested, cottage personnel — often an untapped natural rjB- 
source — can and should be trained to be trainers. 

As a first step, tlie audiometrist at an institution can 
help cottage parents to understand HI/MR residents — for ex- 
ample, by pointing out that DEAF/MR residents may hear noise 
even though they do not understand speech and that what some- 
times appears tp be stubbornness or selective listening is 
actually a single fact of hearing inpairment. Cottage parents 
should also be informed of the importance of hearing aids 
and trained to monitor hearing aid use and care. The teacher 
or activity program supervisor should work closely with cot- 
tage parents, keeping them abreast of what is being taught 
and asking them tc conduct activities which will reinforce 
learning and help resi'dents to transfer skills to daily life. 
Conversely, the cottage parents should communicate their ob- 
servations of residents to educators. 

If HI/MR re^si.dents, are disjpersed across campus, perhaps 
the most that can be done is to include a brief orientation 
to hearing impairment in general in-service training, encour- 
age cottage personnel to monitor hearing aid wear and care, 
and involve them in "homework" activities. If HI/MR resi- , , 
dents are clustered in units on campus, far" more can be ac- 
conplished. Cottage parents involved with HI/MR residents 
can then receive extensive training, including training in 
a sign language, and can have daily interactions with teach- 
ers, teacher aides, and prograsii supervisors. 

7. ReJi^oAch and TniUyjing A/eecfa . The hi/mr survey re- 
sults are part of an increasingly large body of information 
about the Hearing Impaired/Mentally Retarded.* We hope that 
they will alert practitioners to the size of the problem and 
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the current status of programs for HI/MR residents. However/ 
several of our survey, respondents who were deeply involved 
in programming for HI/MR residents identified many topics 
which still need to be studied by researchers. Much more 
must be done to describe characteristics and specific needs 
of HI/MR persons as a^base for program planning* Syste- 
matic coii5>arisons of dif*.erent approaches to communication, 
including sinplified sign languages^i shouXd be made. The 
merits of clustering HI/MR residents yorsus dispersing them 
across caiipus should be assessed. Vocational training which 
takes into account the special needs of the HI/MR plient 
should be evaluated. - 

Fewer than, half of our respondents said that they have 
relationships with nearby colleges and universities. Univer- 
sities could be more heavily involved, in research on HI/MR 
residents. The institution might even suggest researchable ^ 
questions to interested parties in education, speech, and 
psychology departments and facilitate their research efforts. 

Colleges and universities might also play a stronger 
role' in staff development. As we have noted, they should 
attempt to develop strong teacher education programs in Cual 
handicaps, and their students should be more involved in s^tu- 
dent teaching aA'di other learning experiences at institutions 
for the retarded. A strong linkage between the institution 
and nearby universities can dp much to strengthen program- 
ming -for the HI/MR resident , 

Finally, we perceive, and a few of our respondents per- 
ceived, a need for more sharing of information about HI/MR 
persons and programs for them. Too many times, personnel 
working with HI/MR residents reinvent the wheel, unaware 
that others across the country are tackling the same pro- 
blems. Those concerned with HI/MR residents should work • 
to develop informal ^nd formal <iSsqciations with one another— 
through correspondence, professional meetings^ site visits, 
and so on. Further research on programming might speed tne 
communication process. A logical sequel to. the HI/MR Survey 
would be an intensive descriptive study of current methods, 
materials, and organizational patterns in^ programs for HI/MR 
persons. Such a study would be valuable to the extent that 
it ^''ves practitioners access to materials and methods which 
they would not have otherwise. 

It is our hope that the present report will at least 
alert practitioners to the sueps which lie ahead in improv- 
ing services for the Hearing. Iit^a'ired/Mentally Retarded. 
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PLEASE READ CKBEFUX^t 

Read through, the entire questionnaire before 
emswering* 

Vou will note 2-^^^^^^ ^^^^.^^ 
M^ttuy'R^t^S (2) pS/Ttally Retarded, 
anf *3) lffiRI> OF HEARING/Mentiilly Retarded 
- and/or DEAF/Mentally Retarded. 

For clear ity, these divisions are found on 
-contrasting color paper. 1 
Answer fully. If exact infonnation regarding 
^^^pr^ra^, parts or whole, is -t -v^ilable 
give your- best estiiaate ,and so indicate. 

^ Return the completed su^ey to: " 

Dr. Gerard J. Bensberg, Director 
Research and. Training Center in . 

Mental Retardation 
Texas Tech University ^ 
P. 0. Box 4510 
' . Lubbock r Texas 79409 

Thank you. 
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A SURVEY OF HARD OF HEARING/MENTALLY RETARDED AND DEAF/MENTALLY RETARDED 
'IN RESIDENTIAL FACILITIES 



IDENTIFICATION Infoncatibn 



N2une of Institution 


( ) ^ 


Address 


Telephone 


Name of. Person C<»npleting This Fom 

f 


Title or Position 

\ 


11 : TOTKI. Population Characteristics * 


Indicate TOTAL number (Average Daily Census) 


of persons served by reporting 



facility by age and intelligence level. 



Aqe in Years / 


Intelligence 
Levels (10) 


Under 
6 


6-12 


13-18 


19-39 


40-60 


Over 

; 60 


Age 
Un3cnown 


Borderline (84-70) 
















Mild ' (69-55) 
















Moderate (54-40) 
















Severe (39-20) 
















Profound (19-0) 
















Unknown 

















'The«abova figures indicate: 
(Check One) 



Average Census 
Present Census 
Approximate Census 
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III* PROCEDURES for Serving HARD OF HEARING Mentally Retarded and/or DEAF Mentally 
• Retarded Residents \ 

A* Is a hearing examination for the inentally retarded part of your 
facility's standard admission procedure? 

YES NO 

B» If you do give hearing examinations at admission, do you use operant 
and/or stin»ulus-response conditioning audiology? 

YES NO 

C* What types of audiological evaluations are given? ^ 

Pure^ Tone — i ^ Screening 

Sound Field , Other (Specify) 

Speech 

D» What is your primary criterion for classifying a resident as HARD OF 
HEARING or DEAF? 

Puretone Functional ^ Other 

Audiometry Need of the criteria (Specify) 

Results Resident 



(Indicate Minimum 
Hearing Loss In 
Decibels or Percentage) 

Comments; 



E. Are HARD OF HEARIITC/Mentally Retarded and DEAF/Mentally Retarded residents 
periodically re-evaluated as standard»pr6cedure? - ~ 

YES ' NO 

How often are these residents re-evaluated? 
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III. PROCEDURES For Serving HARD OF HEARING/Mentally Retarded and/or DEAF/Mentally 
Retarded Residents (Continued) : 

In what areas are these residents re-evaluated? .Speech 

Comments: - Language 

Audiological 

' , Psychological 

* ' ' JMedical.^ 

^^^^^ — " ' Hearing Aid 

Other (Specify) 

F. Does your facility have a distinct program for the education of the: 
' Hard of Hearing 
Deaf 

Deaf and Hard of Hearing in a coinbined setting 

Comments: 



G, Is a speech and language evaluation part of your facilities admission 
procedures? 



YES NO 



H. Are the following otological services available to your residents? 

• Medical examination and referral 

Complete diagnosis ' ' - 

Surgical and .other treatment 
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TV. HABD OF HEARING/Mentally Petarded Population Characteristicg 

For tlie purpose of this survey a HARD OF HEARING person is 
defined functionally as a person who has a hearing loss but 
can use residual hearing to understand speech (wi th a heari ng. — 
aid if necessary). This HARD^OF-^HEARING-persplTmay use oral 
receptive-'andfexp^essive l€U[\guage as the prinary me£uis of 
communication. 

If the above 'Ufers appreciably from your facility's 
definition, please explain 



Indicate nuitvber (Average Daily Census) of HARD OF HEARING/Mentally Retarded 
persons served by reporting facility by age ,and intelligence level. 



Aqe in Years^ 


Intelligence 
Levels (10) 


Under 
6 


6-12 


13-18 


19-39 


40-6P • 


Age 
Unknown 


Borderline (84-7*0) 














Mild (69-55) 














Moderate (54-40) 














Severe (39-20) 














Profound (19-0) 












t 


Unknown 















The above figures indicates Average Census 

(Check one) ' Present Census 

Approximate Census 
t 



PLEASE NOTE 




V. 



SERVICES for tne harp op W ^RING/Mentally 'fe^ 



""""^rrffSff"'"'' "^""-^ participating "in a learning situation, 
wnat IS the average number of clock hours oer dav t-hl ; ^- , 

HARD OF HEARING/Mentally Retarded res^dent^pend^. in a sLc af' 
(I.e. classroom, tutorial, therapy) instructional settirig? 



B. 



Hours 

leLnlng'sItuitfon' ^."^^''^^ °' Participating in a formalized 
xearnmg situation, what programs do you have? 



T^im Trl^lZr.' P^Pil/teacher ratio in your facility s HARD OF 

— — residents to" . teachers 

°" Retarded?"' instruction available for the HARD OF HEARING/Hentally 

. ^ NO 

Consnents: 



H"S;«;nLS"H:^ard^'^ °' ~ication used with the HARd' OF 

* Oral * . . 

^ Total Communication 

; Fingerspelling , n-u , . 

^ Other (Specify) 

American Standard 

Language of Signs^ 

Comments: 



HEAWNG/Mentally Retarded? 

Hearing Aid Orientation 

Auditory Training- ■ 

Language Training 

Spcechreading « - — = — - 

" Other (Specify) 
Speech, Thearapy • 

^^Coimients: 

™»n^« for the HARD OF HEARING/MentaUy Retarded 
f tt^e -livinq/arrangenients tor cne . 

septe frJthe hearing, ment'ally retarded? 

" .'yes NO 

for the HARD OF HEARING/Mentally Retarded 
M Are the living arrangements for the haku^ 
separate from the DEAFAIentally Retarded? 



I. 



YES «° 



^n the HARD OF HEARING/Mentally 
vmat additional services f ^^^^^^^^^^hether the institution, the 

■^^^^^^^^ — 
of these services. 



Sheltered Workshops 

Foster Homes 

Group Homes 

Volunteers 
Community Programs 

Other (Specify) 
Comments : 
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V. SERVICES for the HARD OF HEARING/Men tally Retarded (Continued^ 



J, Describe any Vocational Rehabiliation services available to the 
. HARD OF HEARING/Mentally^ Retarded at your facility. 



Special Rehabiliation Counselor 
Pre-Vocational In ruction 
Work-Study Program • 
Other (Specify) 



Comments: 



How many HARD OF HEARI^^G/Mentally Retarded persons are served by 
Vocational Rehabiliation? 



What is the age range of the HARD OF HEARING/Mentfi^lli* Retarded residents 
i served by Vocational Rehabiliation? 



to 



0" 
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VI, DEAF Mentally Retarded Population Characteristics 



■ ' \ : ■ ■ 

PLEASE, NOTE For the purpose of this survey a DEAF person is defined 

functionally as a person with a severe hearing. loss wHo 
• carinot hear or understand speech even with a hearing. aid-. 
This DEAF person may use^^ome form of manual receptive and 
esfprfessive^ language as the primary means of communication. 



If the above diff^r^ appreciably from .your -facility's 
defini\:ion, please explain. 



indicate number (Average Daily Censlis) of DEAF Mentally Retarded pe 
served Sy reporting facility by-agejand intelligence level. 



irsons*^ 



Aqe In Years 








Intelligence 
.Levels (IQ) 


\ 

Under \ 


6-12 


1 * 

! 12-18 


19-39 


40-60 


Over 
60 . . 


Age 
Unl^nown 


Borderline (84-70) 






1 

\ 










^Mild (69-55) 






) 
1 




t 






Moderate (54-40) 
* 




/ 










V 


Severe (39-20) 
















Profound (19-0) 
















Unknown 

















' The £d>ove figures indicate : 
(Check One) 



Average Census 
Present Census 
Approximate Census 
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I. SERVICES for the DEAF/Mentally Retarded 



/ 



/ A. For those residents capable of participating m a learning situation, 
what is the average nxanber^of clock hours per day that the individual 
DEAF/Mentally Retarded resident spehds in a special (Le. classroom, 
tutorial,, therapy) instructional abetting? ,^ — * i \ 



B.\ For those residents not capaL>Jfc qf part4x:ipating in a formalized J- 
learning situation, what programs do you^have? • * ^ 




Hours- 



C, What is ^the average pupil/teacher ratio in your" facility's 

"SAF program? ' 1 \ 



res/dents to 



teachers 



\ 



D, Is t^u tor ial .instruction available for the DEAF/Mentally Retarded? 

-7 YES NO , » 



Coiisneiits : 



E. ^ Ifidicatel the primary method of communication used with the DEAF/' 
Me ntally\ Retarded, . ^ « j 



Orai 



4 



Finger spelling 

American Standard 

Langu^ige* of Signs 

Convnents : -'\ 



. - ' i 

O^jtai Communicatioh 

Other (Specify) ^ 



What types of specialized, hearing therapy are offered to' 



)' the Iei^J 



Mentally Retarded? 

Auditory Training 

Speechreading 

Speech Therrapy 

Comments : 



Hearing Aid Orientat^^on 
'tLanguage Training 
Other ""(Speci-fy) 



\ G. 



Are the living arrangements for the DEAF/Mentally Retarded separate 
from the hearing mentalLy,^ retarded? 



YES 



What additional services are available to the DEAP/Mentally Retardea 
at your facility? Indica;(:e whether the institution > the cottonunity, 
a related agency takes; primary .responsibility for each- of these 
services. . * ' 



Sheltered Workshops 

Foster' Homes 

Group Homes 

Volunteers 

' Comunity Programs^ 

Other (Specify) 

,ConnnentS: 
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Vlt, StiH^^nffES for the pg^AF/Mentally Retarded (Continued^ 



J. Describe any Vocational Rehabilitation services available io the 
DEAF/Mentally Retarded at your facility. 



Special Rehabilitation Counselor 

/ 

^ Pre-Vocati9nal Instruction 



/ 

Work-Study Program 
Otiiqr (Specify) * 



.Coimnents: 



How pany DEAF/Mentally Retiirded persons are served by Vocational 
.Rehabilitation? ■ ' . ' 



What IS the age range of the DEAF/Mentally Ketarded residents served 
,by Vocational Rehabilitation? * * [ * 



io 
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VIII « 



STAFF TRAINING 



staflf 



Indicate^ TOTAL NUMBER' of 
OF HEARItX3/Men tally Retarded 



primarily serving tihe facility's HARD 
and/or DBAF/Mentally Retarded. 





Academic Traininc 


and Certification \ 


- Faculty and Staff 
Disciplines 


Non- 
Degree 


Bachelors 


Masters Doctoral 


Professionally 
Certified 


State 

Credential. 


Teacher of MR 


I 


.Teachers "of Deaf 






/' 


\ 




Teachers of Deaf><^ 












^ W \ ' ' 

Speech Pathologist / . ♦ 


Audio logist . * 




/ 

/ 








Supervisory Staff 




/ 


/ 






Attendants 




/ 








Teacher " or 
Uierapy Aides 




( 

1 








Other (Specify) 




/ 

/ 









Comments : 



\ 



B. Does your facility provide specialized in-service orientation arid/or 
training for staff members working with the HARD OF HEARING/Mentally 
Retarded-and/or the DEAK/Mentally Retarded? 



YES 



NO 



Comments ; 

Are any colleges or universities involved in services for your HARD 
OF HEARING/Mentally Retarded and/or 'DEAF/Me;itally Retarded? 



YES 



NO 




0 
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VITI. STAFF TRAI^Jr^X3 WCohtinued) 



If any colleges or .universities are .involved with your 
is the nature of their involvement? I * 



program, what 



/ 



^ Naroe of college or \liniversity 

• f ' ' ' 



lecfe or un: 




Services Provided by ^above colleges or universities 
Research \ ; i ^ 

Training 

Practicum 

Consultation 

Other (Specif^y) \ 

Coircnents: ' 



IX. SPECIAL BQUIPI^NT for HARD HEARINS/Mentally Retarded an^or Deaf/ 
_^ Mentally Retarded Residents \ - 

A, Please state the number of HARD OF HEARING/'Mentally Retarded and/'or 
DEAF/Mentaily ^Retarded with individualli^ prescribed hearing 'aids. 

Number of individual hearing aids. I 



— 'J. 

B. Do your HARD OF HE*\J|2^/Meatally Retarded and/or.^EAF/Mentally Retarded ^ 
residents experience' difficulty in coring for their individual hearing aids? . 



YES 



NO 



I^ow ihany res^idents actually wear their individually prescribed hearing 
/aid? ' ' ' ^ 

Nojnber of residents wearing hearing aids 
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IX. SPECIAL EQUIPMENT for HARD OF HEARINGAientally Retarded and/ or DEAF/Mentally 
\ Retarded Residents (Continued) ^ : 



D. Indicate the nuwber of school rooms equipped with a group auditory 
1 training unit (i.e. group hearing aid). 

Namber of group auditory training units 



Consnents ; 



E. Is sound-proof audiological testing booth available to your facility? 

YES'. \ no 

' \ 

Comments: 



X. facility's SELF- EVALUATION 



A. Describe services for the HARD OF HEARING/Mentally Retarded ^nd/or 
DEAF/Mentally Retarded which you consider adequate or superior <i.e. 
specialized procedures; grouping, teaching methods, equipment, staff). 



B. Describe servicesi for the HARD OF HEARING/Mentally Retarded and/or 
DEAF/Mentally Retarded you consider inadequate (i.e. staff training, 
physical facilities, materials, staff) . 
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X. Facility' a SBLF-EVAIAJATIOn' (Continued) 



C. Recomendations for Agency or University Proiects involving future 
Retarded" HEAR1^G/Mentally Retarded. and/or DEAF/Mentally 

1. What would your facility like to know about this special group 
that might be gained through RESEARCH? • 



ERLC 



/ ^' J^at directions might the TRAINING aspect take that would be of 
benefit to ypur facility? 



3.. What^SERVICES mighr be~prcvided to assist your facility in this 
specialized area? 



4, Please state any additional ccunjenta that you^deem pertinent. 
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